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Pain is Nature's warning, It is also a useful guide to the doctor in his 
diagnosis. This done, pain has no further use, and its continuation 
merely causes unnecessary shock and suffering to the patient. And so, 
time out of mind, men have used narcotics to dull the bite of pain. 
Many of them such as myrrh, hashish and the poppy, had unfortunate 
after-effects. Not so the scientifically calculated mixture of Nitrous 
Oxide gas and air, which can be given by the modern gae-air apparatus. 
This device is so simple that it can be operated by the patient, leaving 
the doctor both hands free. Extensive surgical dressings, manipula- 
tions, and, of course, child-birth, lose their terror when-a 

apparatus such as the “Minnitt” is employed. The industry that 
supplies compressed gases for all the needs and uses of the nation 
ean take pride in playing its proper part in the conquest of pain. 


“GAS-AIR ANALCESIA IN MIDWIFERY” 
This is the title of our new informative and 
instructive film which we can arrange to 
be shown for your benefit on application. 
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Paste type, which will allow the escape of 
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In certain orthopaedic cases, i 
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SALTS 
STILL SUPPLY 


For the information of the Medical Profession in 
these uncertain times, SALT’S wish to announce 
that, notwithstanding the present difficul ties , they 


still continue to make and supply . . . 


SURGICAL BELTS ©, insivicua 


for Board of Trade Approved list of conditions. 


ELASTIC HOSIERY os 


Elastic qualities (Silk not now being available), 


TRUSSES 


ALSO ARTIFICIAL LIMBS AND 
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ointments at London Address; 1, 
'ANLEY HOUSE, 103, Marylebone 
High Street, LONDON, W.1 


Ta.: Welbeck 3034 


The prc 
arousin§ 


combine 
had exp 
with dic 
stovarso! 
pyridine. 
that the 
cidal dri 
the arse. 
Director- 
of diodo 
Searle 
in that « 
mising 
on very f 


Diodoc 
63.9% io 
41.5% io 
water, dil 
not prod 
the use ¢ 
orally. 
Phatak, a 
to prurit 
administr. 
stopped ; 
in the ble 
micrograt 
Their cor 
like diode 
intestinal 
administe 
intoleranc 
pruritus 
and the p 
experience 


yatren rete 


tither am: 
Teceived e} 


the use || 
4 
: as this « 
: the pros 
Two of 
injection 
S A 
— 
processing 
= and radi 
ATION: 
RPOR Longhe™ 
Places Lon 2 anothe 
endis 
aie 


BRITISH MEDICAL JOURNAL 


LONDON SATURDAY JUNE 16 1945 


DIODOQUIN FOR CHRONIC AMOEBIC DYSENTERY IN SERVICE PERSONNEL 
INVALIDED FROM INDIA 


BY 


T. C. St. C. MORTON, O.B.E., M.D., F.R.C.P., D.T.M.&H., K.H.P. 
A/Cdre., R.A.F.; R.A.F. Institute of Pathoiogy and Tropical Medicine 


The problem of treating resistant amoebic dysentery cases is 
arousing great interest both in the Services and in civil life, and 
it is felt that a report on the trial of an amoebicide, new so far 
as this country is concerned, is worth recording, although it is 
realized that sufficient time has not yet elapsed to be sure of 
the prospects of a complete cure in the present series of cases. 
Two of them had received no previous specific therapy, but 
all the others had had repeated maximum courses of emetine 
injections (12 gr.), with or without any further gut-sterilizing 
treatment such as emetine bismuth iodide (E.B.1.) by mouth 
combined with yatren retention enemata, and all these cases 
had experienced anything from 3 to 9 relapses before treatment 
with diodoquin. The majority had received carbarsone or 
stovarsol and numerous courses of sulphaguanidine or sulpha- 
pyridine. These cases had become resistant, and it was felt 
that the best prospect of cure was to try some other amoebi- 
cidal drug chemically as far removed from emetine, or one of 
the arsenicals, as possible. On discussing our problems the 
Director-General of Medical Services obtained for us a supply 
of diodoquin (5,7-diiodo-8-hydroxyquinoline), a product of the 
memes Searle Laboratories of the U.S.A., which had been introduced 
in that country since 1935 and appeared to be the most pro- 
mising of the oxyquinoline compounds. It had been reported 
on very favourably by Craig (1937) and D’Antoni (1942). 


Properties of Diodoquin 

Diodoquin is a tasteless non-toxic compound containing 
63.9% iodine, while chiniofon and vioform contain 28.9% and 
41.5% iodine respectively. Diodoquin is extremely insoluble in 
water, dilute acids, or alkalis ; because of its insolubility it does 
not produce the unpleasant purgation often experienced with 
the use of the other hydroxyquinoline compounds when given 
orally. The makers state that it is not absorbed, but David, 
Phatak, and Zener (1944) found that in some cases it gave rise 
to pruritus ani, which developed on the 4th to Sth day of 
administration and persisted for some days after the drug was 
stopped ; no symptoms of iodism were observed, and increases 
in the blood iodine level were very irregular, varying from 45.6 
micrograms to 437.25 mg. in man and experimental animals. 
Their conclusions were that the toxicity of an insoluble drug 
like diodoquin may depend on such factors as hyperacidity or 
intestinal Stasis rather than on the actual amount of drug 
administered. In the present series of 78 cases two cases of 
intolerance were observed and two patients complained of mild 
pruritus ani; in no case were there any serious after-effects, 
and the patients were pleasantly surprised, after their previous 
experiences with emetine and E.B.1., at the non-toxicity and 
efficacy of the new treatment. Diodoquin is opaque to x rays, 
and radiographs show an even distribution throughout the large 
bowel. Lamblia are not affected by diodoquin, but Hummel 
(1940) states that Balantidium coli responds well to treatment 


with the drug. 
Treatment 


Three tablets of diodoquin, 3.2 gr. each, three times a day 
for 20 days, was the standard dosage adopted. In addition, 
M another series of cases the diodoquin was combined with 
yairen retention enemata for 10 days, and a small series showing 


tither amoebic hepatitis or other evidence of deep infections 
feceived emetine injections as well. A small control series treated 


with the standard combined E.B.1. and yatren course is included 
for comparison ; there was no selection of cases for this control 
course. All patients were sigmoidoscoped before and after treat- 
ment, and in 15 cases treatment was carried out on the typical 
sigmoidoscopic appearances alone, the stools being negative, 
although in all these 15 cases Entamoeba histolytica had been 
found previously. 

Series 1: Cases treated with diodoquin alone by mouth.— 
26 cases were treated with diodoquin alone—three tablets t.d.s. 
for 20 days. 17 cases were apparently cured, and follow-up 
examinations of 3 stools were negative two months after dis- 
charge from hospital. Two of these cases had received no pre- 
vious treatment for dysentery. In addition, three cases with 
positive sigmoidoscopic findings but with negative stools were 
treated, and the lesions had healed at the end of the treatment. 
There were two relapses, and four cases were resistant to treat- 
ment. In one case active entamoebae were present at the end of 
the course. In another, ulcers were still unhealed at the end of 
one course. In a third, amoebic abscess of the liver developed 
tHree months later, although the stools were negative on re- 
admission. One patient had an acute relapse, with active 
entamoebae. This was a very chronic case which had previously 
had nine relapses after E.B.1., yatren, etc. Another patient had 
petechial haemorrhages present in his rectum at the end of one 
course, although his stools were negative; these had dis- 
appeared after a second course. One case relapsed four months 
after treatment. 

Series Il : Cases treated with diodoquin for 20 days + yatren 
retention enema for the last 10 days of the course. This treat- 
ment was initiated as it was felt that lesions in the rectum might 
not be exposed long enough to diodoquin in the lumen of the 
bowel and that this was probably the cause of the relapse in 
the cases treated with diodoquin alone by mouth. Logically, 
one should have treated these cases with diodoquin retention 
enemata. This was done successfully in one case, but as sup- 
plies of the drug were restricted it was not possible to use this 
method in the other cases. 39 cases were treated. Enough 
time has not yet elapsed for a two-months follow-up in all 
cases, but the results to date are as follows : Cures, stools posi- 
tive for E. histolytica before treatment, 22 ; cures, stools nega- 
tive before treatment, but sigmoidoscopy typical, 8 ; resistant, 2 ; 
relapses, 7. 

Series Ill: Emetine hydrochloride, 6 to 10 gr. by needle + 


‘diodoquin concurrently by mouth for 20 days; the last 10 


days the patient received yatren retention enemata without a 
preliminary bowel wash-out.—This treatment was carried ‘out 
in those tases showing symptoms of hepatitis, gross deep ulcer- 
ation of the rectum, or a marked leucocytosis. 13 cases were 
treated, but follow-ups are not yet due in all of them. Results : 
Apparent cures,- stools positive for E. histolytica before treat- 
ment, 9; apparent cures, stools negative before treatment, 2 ; 
relapse, 1 ; resistant, 1. Im one case petechiag were present in 
the rectum ; after one course this patient was given E.B.I. and 
yatren, and a further sigmoidoscopy showed a normal mucosa. 
Series IV : Emetine bismuth iodide + a cleansing bowel wash- 
out with 24% sod. bicarb. solution, followed by 250 c.cm. 
of a 24% solution of yatren as a retention enema and 10 
days’ carbarsone, 4 gr. b.d.—Standard combined course: Emetine 
bismuth iodide, 3 gr. in cachets by mouth, together with a 
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cleansing bowel wash-out of 24% sodium bicarbonate, followed 
an hour later by 250 c.cm. of 24% yatren, which is retained for 
6 to 8 hours. This is carried out for 10 days and is then fol- 
lowed by carbarsone, 4 gr. b.d. for 10 days. In this series 24 
cases were treated; 18 were cured, 6 relapsing. There were 
3 primary cases, which were all cured. Two of the relapsed 
cases were cured with diodoquin. In 5 cases examination of 
the stools was negative, but sigmoidoscopy showed either ulcers 
or active pits. Two cases were most resistant to all forms of 
treatment. One has since apparently recovered with a high- 
protein diet and vitamin B,+liver injections, and is back to full 
duty but under surveillance. The second is still under treat- 
ment. A roster of cases is being kept, and a follow-up of stools 
at two-monthly intervals after treatment is being carried out as 
a routine in all cases of dysentery however treated. 


Results 
Series I and IV have been observed and had 3 stools examined 
two months or longer after discharge from hospital. Series Il 
and III have not all completed their period of surveillance since 
discharge from hospital. 


Resistant Approximate Percentage 
Series Apparent Cures at End of | Relapses of Failures 
Course One Course 
I 20 4 2 23 
il 30 2 7 23 
IV 18 1 5 25 


Results of Series I] are not included owing to the smal! number of cases. 


Intolerance to Diodoquin 


Two cases of intolerance to the drug were encountered. 

Case 1—A patient was being treated on his sigmoidoscopic 
appearances. Localized hyperaemia was present in his rectum, but 
stools and swabbings were negative. On the 14th day of treatment 
with diodoquin he had abdominal pain, diarrhoea, and blood and 
mucus in his stools, which were full of E. histolytica. He responded 
well to emetine and a second course of diodoquin and yatren 
enemata, with no further ill effects and apparent cure. 

Case 2.—A severe case showing numerous ulcers with Dyak hair 
sloughs in his rectum and active E. histolytica in his stools. On 
the 14th day of the course he complained of abdominal pain, 
diarrhoea, and headache. The diodoquin was stopped, and the 
symptoms were rapidly relieved by emetine. A further course of 
diodoquin, E.B.I., and yatren was well tolerated, and sigmoidoscopy 
showed complete healing of the ulcers. 


Records of Two Chronic Cases 


The histories of two severe cases are given below ; one was 
treated with diodoquin alone, the other received a course of 
emetine+diodoquin. These cases are worthy of record, as the 
first exemplifies how, by erratic and insufficient initial therapy, 
a case is rendered emetine-resistant, and how quickly it responds 
to treatment with diodoquin. The second is of interest because 
of the long-standing and atypical nature of the symptoms 
and the rapid response to specific treatment once the correct 
diagnosis was made. 

Case 3.—Man aged 29. The firsi attack started in July, 1942, 
in India, the patient having been over-seas since Jan., 1942. Typical 
onset, with abdominal pain and bloody diarrhoea; 10+ stools a day. 
Treatment was as follows: First attack, 4 injections of emetine 
hydrochloride and 3 days’ carbarsone. First relapse (24/7/42), 
salts only; second ielapse (12/8/42), salts only; third relapse 
(19/9/42), salts only; fourth relapse (12/10/42), 12 injections of 
emetine hydrochloride; 6 days’ carbarsone. Fifth relapse (12/1/43), 
12 ‘injections of emetine hydrochloride; 10 days’ E.B.I. Sixth re- 
lapse (12/3/43), 12 injections of emetine,; 14 days’ retentidn enemata 
(? type); 14 days’ N.A.B. retention enemata. From this relapse 
until landing in England of Jan. 5, 1944, he had several further 
relapses and was under almost continuous treatment. Nothing 
brought about any great improvement with the possible exception 
of the first few emetine injections in each course; for after complete 
26-day courses active entamoebae were still found in the stools. 
On arrival in the United Kingdom he felt better, and stools were 
negative. In Feb., 1944, he had diarrhoea, with blood and mucus. 
Treated with emetine hydrochloride, yatren, and E.B.I. at a Service 
hospital, stools were negative after 7 weeks. In June he relapsed 
again and active entamoebae were present. He was transferred to 
another Service hospital. The liver was then found to be enlarged 
2 in. below the right costal margin. White cells, 11,600, with a 
normal differential. Treated with emetine hydrochloride 1 gr. for 


3 days; followed by E.B.I. 3 gr. for 7 days, together with 2 r 
stovarsol retention enemata; followed by carbarsone | table rt oge' 
for 10 days. Stools were then negative, but in view of continued pontro 
liver enlargement it was decided to give 10 further injections of [” nparec 
emetine hydrochloride, followed by 7 days’ E.B.1. and stoyarsg 
enemata. At the end of these two courses active entamoebae were f effecte 
still present, and sigmoidoscopy showed typical amoebic ulceration qd yatre 
on the posterior wall at 12 cm. A full course of diodoquin was pf diodo< 
then started (3 tablets t.d.s. for 20 days). On Aug. 27 the vals. ot carba 
was concluded; 4 stools were negative for E. histolytica and rishin 
macroscopically normal in every way. The liver was not palpable 7. a c 
White count normal. There were no ill effects from diodoquin porto 
therapy. Further follow-ups two months later were negative, - “em 
oe 


Case 4.—Man aged 43. From 1919 to 1921 he was in India ip 
the Army, and had had a few attacks of diarrhoea, in one of which 
he noticed blood and mucus. He was treated with castor oil ang 
some white powder. He returned to England, was demobilized, ang 
worked first of all for 10 years as a salesman and then ‘for 10 years 
as a bus conductor in London. On Oct. 15, 1941, he enlisted jg 
the R.A.F. He suffered all this time from recurrent bouts of 
diarrhoea, during which he sometimes noticed blood and mucus jp 
the stools, and for 15 years was treated by his own doctor. He 
states that the attack started with a “ terrific pain” in the abdomen, 
vomiting, and then diarrhoea, which relieved the pain. He was 
given castor oil and bismuth and placed on a milk diet: the 
symptoms would then subside in two to three days and he would 
be free from further attacks for three months, during which period 
he would pass one formed stool a day. He had never had a stool 
examined or been sigmoidoscoped, but got into the habit of treating 
his attacks himself without calling in his doctor. He served ip 
Canada in the R.A.F. from 1943 to Oct., 1944. On his return the 
attacks became more severe and he reported sick to his Station MO, Pi 
who examined his stools and found numerous active E. histolytica; 
he was admitted to hospital. On examination he appeared to be 
prematurely aged. His abdomen was generally tender to palpation —. 
especially over the sigmoid, which was thickened, and his liver was. 
palpable and tender 2 in. below the costal margin. On recul 
examination a fungating, soft, acutely tender mass could be fel 
some 4 in. from the anus; it was suggestive of an adenocarcinoma Bwig, C. F. ( 
A proctoscope revealed an intensely hyperaemic mucosa with typial Siasis. 
raised crateriform ulcers and a protruding ulcerated mass at 4 ip. ——— J. 


suggestive of a neoplasm or amoeboma ; numerous active entamoebee andy H 


containing red blood corpuscles were easily obtained on gently 
scraping this mass. The patient was given six daily 1-gr. injections 
of emetine together with three tablets of diodoquin daily for 0 
days; in addition, he was given 200 c.cm. of 24% yatren as a rete 
tion enema from the 6th to 20th days without a preliminary bowe 
wash-out, and stovarsol 4 gr. b.d. from the 20th to 30th days. On 
sigmoidoscopy on the 30th day a linear healing ulcer was seen at 
the site of the amoeboma; this was painful to the touch, but th 
sigmoidoscope was passed to 25 cm. and revealed no evidence of 
further ulceration although the mucosa was lax and rugose. He 
was sent on 14 days’ sick leave, and on his return sigmoidoscopy 
showed that the ulcer was completely healed, but the mucosa wis 
granular and hyperaemic at the site of the ulcer, although his stools 
were completely negative. His liver was no longer palpable @ 
tender, and he said he felt a new man. In view of the long-stant 
ing history it was considered advisable to give him a 10-day coum 
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of E.B.I. and yatren. On examination three months later spgeder childr 
moidoscopy revealed a normal mucosa, and six consecutive sods@isturbances 
were negative. ave been 1 
Conclusions So far as 

The claims as to the efficacy of diodoquin in amoctiiinfants aged 
advanced by the makers have not been fully substantiated ®Bpethod of ; 
far as the treatment of chronic amoebiasis is concer ®fion, Cons; 
approximately one-third of the cases have relapsed. The GBB rule be g 
however, is very useful in cases in which, owing to inadequilBny kind at 
treatment consisting of repeated courses of emetine by@@Bity, Jt js 
chloride by the needle, the entamoebae appear to have becOMBchoo! life, t 
temporarily emetine-fast. Here a course of diodoquin has ®@fion of A Pp” 
many occasions effected a dramatic cure clinically, and it M¥Bubjects with 
of a small series of cases this cure appears to have been pe vertheless 


nent. The administration of a new well-tolerated drug # 2. ol 
as diodoquin has a good moral effect on patients who hav€#®#-who, owi 
viously had repeated courses of a depressing drug such as mmunizatior 
especially when they notice rapid clinical improvement folk sharp locz 
ing its use. There is reason to believe that in these resm@Buch a mild . 
cases a synergistic effect is produced by diodoquin that reaPhen injectic 
their entamoebae once more sensitive to emetine. The ge@@Phen only s 
advantage of diodoquin is that it can be taken co ‘immunizin 
with emetine injections in cases of amoebic hepatitis, G@Fevious Sch; 
saving time, and I feel that this is its most useful role @¥iRverity of |, 
treatment of active amoebiasis over-seas. 1 would, he tply in ad 


suggest a course of 6 injections of emetine hydroch® 
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Ral 
h 2% Bogethe: with 3 tablets of diodoquin tds. for 20 days, in a 
t bd strolled series of primary acute amoebiasis over-seas, to be 
tinued Fompared with a similar series treated with emetine, E.B.1., and 
ons. of | tren. In chronic established infections a cure will eventually 
warsol | fected by a blunderbuss therapy of courses of E.B.I. orally 
town,  yatren enemata, followed by the 20-days standard course 


¥ diodoquin and ending with a 10-days course of stovarsol 


va. carbarsone. The diet, a non-residue one, should be as 
4 and Ppourishing as possible ; it should contain a relatively high pro- 
Ipable ‘on of animal protein supplemented by vitamin prepara- 
doquin Huns containing the B, complex. A course of sulphasuxidine, 
ve » eliminate secondary bacterial invaders, should be given, and 


recently penicillin has been successfully used in severe cases 
for the same purpose, although neither penicillin nor sulpha- 
kuxidine has any direct amoebicidal effect. 

0 years 

sted in Summary 

Wits otf piodoquin appears to be the best of the oxyquinoline group of 
UCUS iM Rimes in the treatment of amoebiasis, and is a valuable addition 
©. Hel. the therapeutic remedies available for the treatment of this 
domen, E.cdious and intractable disease. It is non-toxic in therapeutic 
Je WasBinces and is well tolerated in all but a small minority of cases. 
Ht; hel the practice of treating amoebiasis with emetine alone cannot 
be too strongly condemned; only a small percentage of cases are 
ured, and the vast majority are rendered more resistant to further 
satment with emetine and less amenable to treatment with any 
bther available drugs. 


I wish to thank the Director-General of the,R.A.F. Medical Ser- 
ices for his interest in these cases and for ~ We the supplies 
“hf diodoquin. I am indebted to Fl. Lieut. Daly, R.A.F.V.R., who 
"Bvas the medical officer in charge of the wards, for his careful 
sording and helpful criticism; to Miss Sage, senior laboratory 
echnician, for her —— examination of countless specimens ; 

to Sgt. Greenfield, A.G., laboratory technician, for his technical 
tance. 
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DRATION OF DIPHTHERIA IMMUNITY 


ys. On WITHOUT INJECTIONS 

aaa TOXOID PASTILLES BY MOUTH 
lence of BY 

He GUY BOUSFIELD, M.D., BS. 
}OSCOP) 


have long sought a means of immunization whereby injections 
ould be avoided entirely, but up to the present time I have 
g-stand hot met with this degree.of success. If, however, one could 


y coune vise a method of re-immunization which could be applied to . 


ner Seger children and adults without the production of functional 
¢ stoomiisturbances of any kind a very considerable advance would 
ave been made. 

So far as can be seen at present, the future of diphtheria 
munization will be concerned mainly with the treatment of 
"puants aged 1 year, or slightly less. At this time of life the 
kethod of administration is likely to continue to be the injec- 
on. Considerable dosage of such antigens as A.P.T. can as 
rule be given without causing constitutional disturbance of 
ny kind, at the same time bestowing an effective basal immu- 
ity. It is usually considered desirable, at the beginning of 
shool life, to boost this immunity by means of a further injec- 
on of A.P.T., and this can generally be administered to young 
bjects without fear of producing sore arms or other ill effects. 
vertheless, there are fairly nymrerous persons of more mature 

8, older school-children, hospital nurses, troops, etc. 
ave pit who, owing to various circumstances, may require re- 
siunization. Then one is confronted with the possibility 
sharp local or general reactions in some subjects, even when 
h a mild antigen as T.A.F, is employed, but more especially 

injections of A.P.T. are given. Such results may occur 
hen only Schick-positive reactors are inoculated, but when 
"mmunizing injections are given to all and sundry, without 


Nerity of local reactions and constitutional disturbance rise 
tply in adult age groups. 


vious Schick-testing to establish the need, the incidence and - 


Jensen's (1937) method of instilling drops of formol-toxoid 
into the nostrils might havé solved the problem if the pro- 
cedure had not been rather impracticable, and if the danger 
of producing rhinitis could have been overcome (Lancet, 1941). 
It has not been thought worth while to pursue that form of 
treatment to any extent in this country. 

In a limited number of subjects 1 demonstrated (Bousfield 
and King-Brown, 1938) that deep inhalation of the air of a 
room which was impregnated with finely atomized formol- 
toxoid was capable of producing an excellent rise in the anti- 
toxin titre of the blood: this method I could not follow up, 
as experience showed that most of the volunteers became highly 
sensitized and developed allergic symptoms. I then attempted 
to pass formol-toxoid through the skin, in a neutral glyceria 
medium, with inconclusive results (Bousfield, 1944). 

The present series of experiments is concerned with attempts 
to apply stimuli to the upper portion of the alimentary tract. 
The idea was suggested by the fact that, during an attack of 
diphtheria, absorption of some toxin from the mouth, fauces, 
and oesophagus might be a factor in the production of 
any subsequently acquired active immunity. If toxin is thus 
absorbed during the disease it seemed logical to investigate 
whether formol-toxoid, given in sufficiently large dosage, would 
be absorbed by /ealthy membranes in amounts which would 
provide an adequate stimulus. 


I conceived the idea of a fairly firm gelatin sweet or pastille, - 


containing about 100 Lf units of formol-toxoid, suitably 
sweetened and flavoured with some fairly neutral agent such 
as peppermint. I am variously indebted to Sir Alexander 
Fleming, Mr. L. B. Holt, of the Inoculation Dept., St. Mary's 
Hospital, and to Dr. Stanley White and the chief chemist of 
Messrs. Parke, Davis and Co., for the final production of the 
pastille, which I required, in the form of a gelatin disk. In 
preparing the disks the toxoid was added to the melted gelatin 
at a low temperature—about 40° C.—and the pH was adjusted 
to 6.5. The formol-toxoid which Mr. Holt supplied for the 
purpose was highly concentrated (2,000 Lf per c.cm.) and was 
of great purity : it was no less than 75% pure, in terms of pro- 
tein, having been prepared by a method developed by Mr. Holt 
at St. Mary’s Hospital. 


Serum-antitoxin Tests on Adult Volunteers 


As I personally am highly allergic to diphtheria antigens, | 
tried the effect on myself of sucking the toxoid disks—four each 
day, for seven days—and experienced no inconvenience of any 
kind. I then obtained five volunteers, bled them for preliminary 
antitoxin titration, and gave each of them 28 toxoid-gelatin 
disks to suck slowly, at intervals, four a day, for seven days. 
Fourteen days after the conclusion of treatment they were bled 
again, to see whether any rise in circulating antitoxin could be 
demonstrated as a result of the treatment. 

Sir Percival Hartley kindly undertook all serum-antitoxin 
titrations for me; at his request neither the main purpose of 
the inquiry nor.the details of the individual experiments were 
communicated to him, in order that the antitoxin determina- 
tions should be done “ blind.” The importance of this fact in 
considering results will not escape notice. The changes in the 
blood serum titres in my first five cases will be found in Table I. 


TasL_e I.—Dosage, Four 100-Lf Disks Daily for 7 Days 


Sex Previous Immunization Original | Titre 14 Days 
Case | and Age or History of Serum Titre After Treatment 
(Years) Diphtheria (Units) | (Units) 


1 F 19 | Diphtheria at 5 years ; >O1 < 02 >02< 04: 


ick-neg. at age 17 , 

2 F 40 | 3 inj. diph. prophylactic >15 <20 | > 4-0, nearly8 
15 years ago. No post- | 

3 | M17 | 2in 2yearsago, probably | > 008 <01 | > 8-0 < 160 
inj. Ts ago, < 

APT. No post-Schick 


test 
M 33 | Had diphtheria at age of | >002<005 | >I1S< 20 


6 years 
F 45 Naturally Schick-negative >1S <20 > 4-0, nearly 8 
| 10 years ago | 


At this point it may be stated that none of the subjects who 
took the disks by mouth, in this or in subsequent experiments, 
experienced any inconvenience whatever, with the exception of 
one adult female who complained of persistent repetition of the 
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flavouring element in the mouth. Constitutional symptoms 
were entirely lacking. 

It will be noticed that all the subjects in Table | had previous 
experience of diphtheria antigens or of the disease, except Case 5, 
which was naturally immune and in which such experience can be 
assumed. All the cases showed a definite increase in antitoxin titre 
at the second examination, the change being very marked indeed in 
subjects 3 and 4, in which rises are of the order of 160 and 50 times 
respectively. These five subjects seem to demonstrate fairly con- 
clusively that an effective boosting stimulus of toxoid had been 
passed across the mucous membranes, as I was unaware of any 
other form of extraneous stimulus to account for the increase of 
antitoxin. It seemed unlikely that five subjects, living in different 
homes, would all have chanced to come in contact with a stimulat- 
ing dose of diphtheria infection. 

The next step was to see whether a reduction of the number 
of toxoid disks would yield similar results. In this series only 
three of the disks were sucked daily by a further five volunteers. 
The results are shown in Table II. 


TasLe IIl.—Dosage, Three 100-Lf Disks Daily for 7 Days 


Sex Previous Immunization Original Titre 14 Days 
Case | and Age or History of Serum Titre (After Treatment 
(Years) Diphtheria (Units) (Units) 
6 M 24 | Blood antitoxin 1 year ago, >0O1 < 02 > 8-0 
0-1 to 0-2 unit 
M 18 3 inj. T.A.M., 1933; blood > 0-01 < 0-02 | > 0-05 < O1 
oom, 1943, 0-01 to 
8 F 19 3 inj. tae. and Schick- > 0°05 < 01 >0-4 < 08 
neg., 
9 F 16 | Blood antitoxin, 1943, < 0-001 < 0-001 
0-001; not immunized 
10 F 18 | Never Schick-tested or >002< 005 | >10 <20 
immunized 


Four out of the five subjects gave a definite response to this 
reduced dosage, Nos. 6, 8, and 10 showing most marked improve- 
ment in antitoxin titre. Case 9 is of interest. This subject had 
apparently never had an effective primary stimulus in her life, and 
proved, furthermore, to be relatively difficult to immunize. When 
she failed to respond in the above experiment, I attempted to 
immunize her by means of three well-spaced injections of 1 c.cm. 
of T.A.F. A Schick test performed three months later was still 
definitely positive, and she required a fourth injection of T.A.F. to 
render her Schick-negative. , 

I then inquired whether the dosage of toxoid could be reduced 
still further. The original highly concentrated and purified 
toxoid, which Mr. Holt had supplied, had become exhausted. 
It was clearly not practicable to utilize such a refined product 
on a large scale on account of expense, and a relatively crude 
formol-toxoid, of about 50 Lf per c.cm. potency, was used for 
the preparation of the next supply of disks. Messrs. Parke 
Davis overcame the difficulty of including the larger volume of 
antigen in a disk of similar size to those supplied formerly. On 
account of the use of this relatively impure formol-toxoid, I 
again controlled the possibility of allergic trouble by sucking a 
number of the disks personally before handing them to others, 
without ill effect. Table III shows the effect of administering 
only two of these new disks (each containing approximately 
100 Lf units) daily, for seven days, to a further group of five 
subjects. 


Taste Il].—Dosage, Two 100-Lf Disks Daily for 7 Days 


| Sex | Previous Immunization Original! Titre 14 Days 
Case , and Age or History of Serum Titre After Treatmen: 
(Years) Diphtheria (Units) (Units) 
11 F 15 Immunized 2 years >O1 <02 >02 < 0-4 
12 F 14 Immunized early in life >005 < 01 > 0-05 < 0-1 
13 F 16 | immunized at age of 4; | > 0-005 < 0-01 | > 0-01 < 0-05 
re-immunized at 11 years 
14 F 18 Immunized 5 yas ae >0-01 < 0-02 | > 0-05 < 0-1 
15 F 19 Immunized at age of 11 >001 < 002 | > 0-05 < 0:! 


It will be noted that the reduced dosage produced definite rises in 
the antitoxin titre in four cases out of five, though the improvement 
is not as great as was obtained by the use of three or four disks 
daily. No change was found in the titre of Case 12. This may 
indicate that the stimulus was insufficient or that the subject was 
unusually resistant to a stimulus the size of which would ordinarily 
be found to be moderately satisfactory. On the whole I am of the 
opinion that three 100-Lf disks daily for one week is the smallest 
dosage which should be applied to adults if a marked increase in 
the antitoxin concentration of the blood is sought. 


It was now desirable to determine if the stimulation took 


place only between the lips and the lower end of the Oesopha 
or whether, in any circumstances, absorption of any undestroye4 
toxoid took place through the gastro-intestinal membranes, | 
expected that rapid destruction would occur in the gt 

My first attempt was a failure. I dipped a large Number of 
the disks into melted gelatin to coat them, the dipping being s 
rapid that I did not expect to harm the toxoid. One group of 
volunteers swallowed some of these coated disks Tapidly with 
water, thrice daily, while others sucked them slowly in the 
dosage, the.total taken being 21 disks in each case. Clearly 
had damaged the toxoid in the dipping process, as neither 
who swallowed nor those who sucked showed any change at al 
in their antitoxin titrations, and I wasted a number of 
valuable volunteers. 

The problem was then approached from a different a 
Instead of dipping the disks in gelatin after manufacture 
toxoid was put up in capsules in a gelatin mass. These 
be swallowed at once with a draught of water. Four subj 
undertook to do this, and the experiment was controlled jy 
giving the same toxoid dosage in plain disk form, to be sucks: 
slowly by another group. The results are given in Table IV. 


Taste IV.—The Effect of (a) Swallowing 100 Lf. of Toxoid j 


Gelatin Mass, Thrice Daily for 7 Days; and (b) the Effect of 
Sucking Three 100-Lf Disks Daily for the Same Period 


(a) Effect of Swallowing Toxoid 


Previous Immunization Origina! Titre 14 Day 
Case | and Age or.History of Serum Titre After T, 
(Years) Diphtheria (Units) - (Units) 

26 F 19 | immunized 4 years ago >04 <08 | >04 
27 | F 20 | Nat. Schick-neg. 18months| > 1-0 220 | 

ago 
28 F 17 | No history of either >O1 < 02 > 01 <b 
29 F 32 | Nat. Schick-neg.6 months | >04 < 0-8 >04< 

ago; reported to have 

had diphtheria twice 

(6) Effect of Sucking Toxoid 

30 F 37 Diphtheria as a baby >O1 <02 >10<N 
31 F 30 No history of either >O1 <02 >04< 
32 F 19 Immunized 4 years ago >0005< 001  >01<h 
33 F 55 Diphtheria at 10 years >02 <04 >20< 
34 F Nat. Schick-neg. 2 years | < 0-4 >04<H 
35 F 33 Posttive diph. swab during | >0-05 < 0-1 >10<H 

attack of scarlet fever 

10 years ago 
36 M 24 | Nat. Schick-neg. 2 years | >04 < 08 >04<H 

ago 


From the above it will be seen that none of the subjects 
swallowed the toxoid showed any antitoxin rises, whereas all thor 
who sucked the disks showed an increase, with the exception ¢ 
Case 36. It is interesting that he sucked the residue of an cal 
supply of disks, all the other control cases having been given am 
batch. Case 36 may thus have been one of those individuals 
respond to stimuli only with difficulty, or the disks he sucked 
have lost Lf value. 

Consideration of the results in the above table suggests me 
strongly that the stimuli responsible for increases of titre t 
place only between the lips and, at the lowest, the lower @ 
of the oesophagus. The method will probably be limited 
use to such subjects as are old enough or intelligent enough 
suck the disks slowly. 

I also desired to find out whether, in the case of persons 
had only negligible quantities of antitoxin in their bloods, ¢ 
titre could be raised by repetition of the toxoid-sucking p 
cedure at intervals. In my abortive gelatin-coated @ 
swallowing and sucking experiment I had come across Wm 
volunteers who had less than 0.001 of a unit of antitoxin# 
c.cm. in theit bloods. This suggested that they might om 
have possessed any basal immunity, in spite of the fact! 
they were of mature adult age. Some weeks after the 
experiment I gave them a further 21 disks—one to be sum 
thrice daily—waited a fortnight after completion of the 
ment, and then repeated the 21-disks course. After a 
14-day interval a third course of disks was given, and af 
night later the subjects were again bled. Sir Percival Hams 
once more reported less than 0.001 unit of antitoxin in all ® 
cases. It thus seems probable that the method, at any @® 
its present form, does not provide a sufficiently p¢ 
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-T stimulus for the purpose of primary immunization. A higher 


concentration of toxoid in the disks, or a method of prolonging 
the stimulus, such as some form of chewing-gum, might still 
be made to operate as a primary stimulus. Further work on 


uch lines is indicated. 


Investigations on Children, using a Modified Schick Test 
The next stage was to see if the treatment could be applied 


to children who, having been satisfactorily rendered Schick- 
negative by means of prophylactic injections some years before, 
had been found to have relapsed to the Schick-positive state. 
Circumstances did not permit of bleeding these children, so I 
had to work by the Schick standard. It was first necessary to 
determine the effect of the stimulus provided by the amount of 
toxin present in the test dose of 0.2 c.cm. of Schick toxin. I 
Schick-tested a large number of children immunized some years 
before and found that 21 cases had relapsed to Schick-positive. 
Without giving any further injections I retested these 21 children 
three weeks from the date of finding them Schick-positive. To 
my surprise no fewer than 16 of the 21 had become Schick- 
negative as a result of the stimulus provided by the former test. 
It was thus clear that a routine Schick test for the purpose of 
finding positive cases on which to test the toxoid disk was a 
complicating factor, making it difficult to select groups suitable 
for comparative tests. Accordingly I resolved to find out 
whether testing with a half-dose of Schick toxin produced a 
lower conversion rate. Twenty-six children who had relapsed 
to Schick-positive were thus identified from another large group 
of subjects who had been previously immunized by myself. 
When I tested these twenty-six children again three weeks later 
| found that 13 had become Schick-negative as a result of the 
stimulus provided by the previous test in the reduced dosage of 
0.1 ccm. This result was disappointing ; but I could not take 
bloods, so I was forced to work on the half-Schick dose for 
sorting-out purposes if I wished to try the effect of the disks 
on children. 

Using the half-dose Schick test, I identified a further group 
of children who had relapsed to Schick-positive ; I gave 17 of 
them three toxoid disks daily for a week, and retested them 
14 days after completion of the treatment. All proved to be 
Schick-negative then. Three other relapsed children were given 
only two disks per day for a week, and 14 days after conclu- 
sion of treatment two had become Schick-negative, while one 
remained positive. 

Thus, so far as it is possible to infer anything from Schick- 
test-controlled work, the observations on the volunteers who 
were bled are supported by these experiments in the children. 
This was only to be expected, but it was necessary to find out 
whether children of from 4 to 14 years of age could, on the 
whole, be relied upon to suck the disks slowly enough. There 
seems to be good reason to believe that they can be trusted 
to do so, Experience might enable one to produce the disks 
as a really attractive sweet, and this would ensure that the 
parent would not be allowed to forget to administer the 
treatment. 

I attempted to amplify the evidence by investigating children 
resident in an institution who had a history of some previous 
immunization or of having been Schick-negative in the past. 
In my sorting-out process to find relapsed cases the few Schick- 
positive readings which I obtained were mostly so pronounced 
that I felt doubtful about their alleged original natural Schick- 
negative state. In many years of practical experience I have 
not found that natural Schick-negative reactors relapse to the 
intense degree of positive reaction observed in these cases, 
though most of the subjects were supposed to have been natur- 
ally immune formerly. Administration of disks to the children 
was largely a failure, and, on the evidence which I have offered 
above in the blood-antitoxin tables, I am of the opinion that 
these children had probably never reached the Schick-negative 
level in the past. This may serve to confirm the opinion which 
T have stated above—that the disk treatment is insufficient as a 
Primary stimulus, and will prove adequate only when the sub- 
ject has, at some time previously, reached the degree of training 
iN antitoxin production which is revealed by a negative Schick 
test. All relapsed cases which were previously immunized by 
myself, and which had three disks daily for seven days, proved 
to be Schick-negative 14 days later, as compared with the 


\ 


control group, in which one-half of 26 cases became Schick- 
negative as a result of the 0.1 c.cm. Schick-toxin stimulus 
when tested again at the same interval as the children who 
sucked the disks. 


Effect of Disk Treatment on Subjects having only Small 
Quantities of Circulating Antitoxin 


There will be those who will be especially interested in this 
aspect of the question, and, to save a further summarizing table, 
I would draw attention to the following cases: Cases 7 and 9 
(Table II), Cases 13, 14, and 15 (Table III), and Case 32 
(Table IV). I repeat that I was unable to obtain a response 
from any of my four cases which had less than 0.001 of serum- 
antitoxin. 

The above work demonstrates, I believe for the first time, 
that antitoxin-prodicing stimuli can be passed effectively across 
the mucous membranes of the upper portion of a healthy 
alimentary tract. Much work remains to be done to verify 
my results and to determine whether the method is applicable 
in the case of other antigens, such as tetanus toxoid, haemo- 
lytic streptococcus toxin, and the like. I feel that the findings 
should be made known at this stage so that others, who may 
have greater opportunities, may pursue the matter. 


Summary 


A method of providing a stimulus to the upper part of the 
alimentary tract by means of toxoid-impregnated gelatin disks is 
described. 

The method seems to be generally effective in subjects who have 
any demonstrable amount of antitoxin present in the blood, or who 
are definitely known to have reached the Schick-negative level at 
some time in the past. 

Rises in serum-antitoxin content are very striking in some of the 
cases. 

While I find no evidence that the method will suffice to provide 
an adequate stimulus for primary immunization, it appears to be 
generally applicable to children and adults who have ever been 


- immune in the past, provided that the age and intelligence of the 


subject are sufficient to ensure that the disks are sucked slowly 
Modification of technique might still render primary immunization 
feasible. 

The treatment can be administered to immune and non-immure 
subjects impartially without fear of producing local or general 
reactions, and thus, in cases which are known to have been immune 
in the past, a Schick test is not essential before using this method 
of re-immunization. 

In view of the findings in the case of diphtheria formol-toxoid 
there seems to be an indication for pursuing the investigations in 
the case of other antigens, such as tetanus toxoid, where a rise in 
antitoxin titre is sought in order to boost a previously bestowed 
immunity. 

While atiractive to needle-shy children, the greatest value of such 
a method might be in dealing with adults—e.g., nurses or men in 
the Services—when it is so important that constitutional disturbance 
shall be avoided. . 

More research will be necessary in the matter of stabilizing the 
disks, so that they could safely be given a Jong period of legitimate 
use before expiry date. It would also be necessary to eliminate 
more of the formalin in order to produce the disks in the form of 
a sweet which would be really attractive to children. 


In addition to the help I have already gratefully acknowledged, | 
wish to thank Sir Alan Daley, Dr. Anderson (M.O.H., Heston and 
Isleworth), Dr. O. W. Roberts (medical superintendent, Dulwich 
Hospital), and Drs. Smith and Taylor, of the London County 
Council medical staff, for the kind provision of facilities. I am 
also greatly indebted to the nurses, health visitors, public health 
department staff, and sanitary inspectors who volunteered fcr the 
blood investigation experiments. 
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According to reports in the Swedish press, Prof. Ragnar Granit, 
of the -Neurophysiological Institution at the Carolinian Institute in 
Stockholm, has received a donation of 200,000 kronor (£11,765) from 
the Rockefeller Foundation. The grant is to be distributed over a 
period of five years. Recently it was decided to incorporate Prof. 
Granit’s institution in the Nobel Institute of Medicine and to erect 
a special building for the institution in the neighbourhood of the 
Carolinian Hospital on the northern outskirts of Stockholm. 
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OBSERVATIONS ON SO-CALLED THYRO- 
TROPIC EXOPHTHALMOS 


BY 
Prof. HERMANN ZONDEK, M.D. 


AND 
ALBERT TICHO, M.D. 


(From the Biccur Cholim Hospital and Dr. Ticho’s Ophthalmic 
Hospital, Jerusalen) 


Exophthalmos is known to be one of the main features of 
Graves’s disease. It was first described by Parry in 1815. 
Exophthalmos may vary greatly in degree and take very dif- 
ferent courses. Whereas in most cases it is stationary and does 
not endanger the eyeball, in some cases the extreme protrusion 
of the globe may lead to oedema of the lids, injection of the 
conjunctivae, chemosis, lagophthalmic keratitis, ulceration of 
the corneae, and finally even to loss of the eye. These two 
entirely distinct forms of exophthalmos are therefore basically 
different, and the latter, owing to its progressive character, is 
termed “ malign” exophthalmos. 

Until a few years ago exophthalmos was assumed to occur 
with Graves’s disease only, and thus to be of purely hyper- 
thyroid origin. Of late, however, clinical and experimental 
investigations have clearly shown that, besides the thyrotoxic 
form, there must be another—to be attributed to the pituitary 
body: in particular, the thyrotropic factor of the anterior 
pituitary lobe was held responsible for its occurrence (thyro- 
tropic exophthalmos). 

Loeb and Friedman in 1932 produced exophthalmos in 
guinea-pigs by injecting an acid extract of anterior pituitary 
of cattle. This exophthalmos, however, always regressed when 
the injections were discontinued, and the same occurred under 
narcosis and after death. Experimentally produced exoph- 
thalmos must therefore differ fundamentally from that accurring 
in man. Marine and Rosen in 1934, and Smelser in 1936, pro- 
duced exophthalmos in guinea-pigs by injecting thyrotropic 
hormone of the anterior pituitary lobe ; such results were even 
more readily obtained when thyroidectomy had been performed 
prior to the injections. Friedgood in 1934 also found that 
exophthalmos due to the thyrotropic hormone deteriorated on 
reduction of thyroid function, particularly so when the basal 
metabolic rate fell. 

As to the thyrotoxic form of exophthalmos, two factors must 
be considered most important from the aetiological point of 
view. The first is the contraction of Mueller’s palpebral 
muscles owing to increased sympathetic stimulation. These 
muscles exert a pull on the upper and lower poles of the globe 
through connexion with expansions from tendons of the upper 
and lower rectus muscles to lid tissues. Contractions of these 
muscles tend to produce lid retraction and proptosis. Land- 
stroem’s circular muscle, too, exerts a direct concentric pull 
on the globe. It should be noted, hpwever, that even now 
evidence that increased sympathetic tonus is responsible for 
the ophthalmic manifestations in human Graves's disease has 
not been uniformly established, since sympathectomy has 
proved entirely ineffective in the treatment of exophthalmos 
in man. The second factor is the adynamia of the recti which 
normally retract the eye globe. It is noteworthy that it is not 
merely of late that adynamia of the recti has been assigned a 
part in the development of exophthalmos ; for Cooper (1849), 
later Moebius (1886) and Lemke (1894), and more recently 
Sainton and Hesse in 1931, and Plummer and Wilder (1935), 
have expressed the same opinion. One of us (H. Zondek) 
was able to show in 1938 that in one case adynamia of the eye 
muscles led to a condition resembling complete ophthalmo- 
plegia which could be temporarily relieved by the use of pro- 
stigmin. The great significance of the adynamia and muscular 
metabolism in Graves’s disease induced one of us (H. Zondek), 
in 1935, to classify a certain form of this disease as its “ mus- 
cular type” (Diseases of the Endocrine Glands, 1935, p. 157; 
1944, p. 162). A third factor is the occurrence of anatomical 
changes.. Within the orbit they are generally not very marked, 
and in particular the extrabulbar muscles usually are of normal 
shape and consistence. In some cases, though, general wasting 
of muscle fibres, accompanied by loss of striation, fibrillation. 
and amorphous granulation of sarcoplasm, is found (Burch, 


1929 ; Naffziger, 1933). For details see the exhaustive Paper 
by Mulvany (1944). 

With regard to thyrotropic exophthalmos, the phe 
of proptosis seems to play a far more important part in its 
development than the widening of the palpebral fissures, Ther 
is neither lid spasm nor raised sympathetic tonus. The slobe 
cannot be pushed back into the orbit, and owing to j 
retrobulbar pressure such attempts are very painful. Wig this COUTS 
thyrotoxic exophthalmos this is not so. The strong Pressure 
acting on the eyelids from behind results in lid congestion 
oedema, and chemosis, which are probably due to compression 
of the palpebral venous arcades. The lids press on the corneae 
and this and the lagophthalmos lead to ulcerations and necrosis 
in extreme cases. The most important cause of the proptosis 
must be sought in muscle disorders such as (1) diffuse exteng 
fibrosis, (2) oedema, (3) abundant round-cell infiltration, ang 
(4) a special type ef degeneration resulting in fibrosis or disip. 
tegration and absorption of muscular fibres (Mulvany). From A man 
the subjective point of view it is typical that patients Suffering J patient's | 
from so-called thyrotropic exophthalmos complain of paing Fyear. Ot! 
epiphora, photophobia, diplopia, and difficulty in convergence jsarted « 
whereas patients with thyrotoxic exophthalmos are usually free VOUS" 
from such troubles. So-called thyrotropic exophthalmos— ~ eae 
which, by the way, mainly occurs in male patients—generally taking poe 
seems to assume far higher degrees of proptosis than the thyro- J aesy 
toxic ; the so-called malign exophthalmos (see above) mostly stl of 
corresponds to the thyrotropic. It remwins to be seen, how- [nothing al 
ever, whether milder degrees of exophthalmos, and in particular | Blood cou: 
those without any accompanying signs of hyperthyroidism, wil jtial count, 
also fall into this group.* phorus, 5 | 

Which clinical facts lead us to the conclusion that exoph = yo ; 
thalmos is not in all circumstances of hyperthyroid origin? stherwise ' 
(1) It must be remembered that some cases of exophthalmos@eraminatic 
not only are not improved but are even considerably harmed ffof the sku! 
by thyroidectomy (see Case III). (2) The thyrotropic hormone §especially | 
in the serum is abnormally high with so-called thyrotropic F™sestion 
exophthalmos, whereas the opposite is true of the thyrotoxie &*oPhthal 
form. (3) Thyrotoxicosis accompanying so-called thyrotropic oy — 
exophthalmos is usually comparatively mild and in striking The sat 
contrast to the degree of ophthalmic manifestations. (4) Exoph- 999 
thalmos may also occur with hypothyroidism. (5) We think fexophthaln 
that the association of exophthalmos with Hand-Schuelle figain give: 
Christian’s disease may possibly shed some light on this prob fihe lapse 
lem. Many authors maintain that exophthalmos in these cases §'4-90; blo: 
is due to mechanical processes only. This assumption, however, f>ter (on 
is not generally agreed upon. If this mechanical theory be net a 
true of all cases the coincidence with diabetes insipidus thats fywp., “4 . 
more or less characteristic of this disease would rather indicate Jpjaints; py 
involvement of the pituitary gland or the diencephalic nucki, §pletely (ab 
since the thyroid gland does not have any part in it. 290 mg. p 

We have examined three cases of excessiye exophthalmos (om @*ounts (2 
post-operative) which, according to the above differentiation, §™™: Ther 
ought to be classified as the so-called thyrotropic type of tk 
disease. How very rare such cases are is demonstrated by th 
fact that one of us (A. T.) found among 150,000 ophthalme 
patients only these three cases. 
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Case I 


A man 47 years old. Family and previous history negative. Tk 
patient had always been healthy until about seven years ago, wht 
he contracted influenza. Thereafter he noticed for the first tim 
some swelling of the eyelids and slight protrusion of the eyebals 
This condition remained stationary until about six weeks ago, whet 
the globes grew more and more prominent. Three weeks ago 
developed nervousness and profuse perspiration. He had lost 3 
during the past three years. 

Examination revealed extreme exophathalmos, especially of ® 
left eye (see below); no goitre; pulse rate, 104-110; blood press 
130/75 mm. Hg; no adynamia; no tremor; reflexes normal; Vi 
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organs, nothing abnormal. Urinalysis: urobilinogen increased, oth § Condition 
wise nothing abnormal. Blood count: R.B.C., 4,000,000; Hb, 85%: Bpulse rate, | 
W.B.C., 7,000; differential count, normal, Glucose-tolerance * #ongue and 


hormal. U 
080,000 : 

blood chole 
Biellwag’s 
Xophthalm 
Pective n 
Sella tur 


103, 154, 147, 181, 176, 163 mg. per 100 c.cm. Limbus capilla® 
normal. Heart radiologically normal. Radiograph of the skul 


* Just before this paper went to press we had the opportunity @ 
observing a fourth case, which, although showing typical feall® 
of pituitary-diencephalic disorder such as high blood cholestt® 
level, deformation of the sella turcica, and changes in the os 
skull, lacked all signs of malignancy. 
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‘ca enlarged; osseous outlines of the sella badly defined ; 

of skull considerably deficient in lime. B.M.R. 
+ Eyes: —Chemosis and corneal ulcerations of the left eye. 
of proptosis could not be measured on the left, the 

t in its Hertel ophthalmometer going only as far as 30 mm., but was 
There j.cimated to be about 35 mm. On the right it amounted to 30 mm. 
© globe The patient was given di-iodo-tyrosine (200 mg. a day for 10 days 
creased |_ie, a total of 2,000 mg.). When seen again after having finished 
With [is course the exophthalmos had become less (L. 30, R. 27 mm.). 
oressure |The limbus capillaries were of normal width and formation. When 
gen once more after the lapse of another week without any specific 
ressiog qtreatment, the pulse rate had dropped to 84 and the blood pressure 
ression J"*2'5/80 mm. Hg. Exophthalmos—L. 28, R. 26 mm. No 
~orneae chemosis. Good lid closure. The corneal ulcerations were turning 
Necrosis into scars. Surgical closure of the palpebral fissure, which had been 
roptosis § wempted before the patient came under our observation but had 
extense B not yielded any results, was now carried out without any difficulty. 


Case Il 

From A man aged 57. Family and previous history negative. The 
satient’s left eye had been bad for two years, the right for one 
year. Otherwise he was all right until eight months ago, when he 
Pr garted complaining of loss of weight, heart palpitations, and 
= nervousness. The basal metabolic rate was said to have been +40% 
ly free six months ago, For the past three months the patient had been 
ilmos— taking 15 drops of Lugol’s solution a day. ; 
enerally Condition on examination :—Pronounced exophthalmos (see be- 
e thyro- low); no goitre; pulse rate, 96; blood pressure, 155/70 mm. Hg; 
mostly Firemor of fingers and tongue; slight adynamia; visceral organs, 
n, how-Fnothing abnormal; reflexes normal.. Urinalysis, nothing abnormal. 
rticular | Blood count: R.B.C., 4,600,000 ; Hb, 105% ; W.B.C., 7,000; differen- 
sm, will {tial count, normal ; blood calcium, 11.4 mg. per 100 c.cm. ; phos- 
phorus, 5 mg. per 100 c.cm.; cholesterol (two different readings), 294 
and 375 mg. per 100 c.cm. Glucose-tolerance test: 88, 177, 170, 
exoph- 148, 183, 141 mg. per 100 c.cm. Limbus capillaries partly narrow, 
origin’? otherwise without abnormal findings. B.M.R. +19%. Fluoroscopic 
thalmos examination of the heart showed nothing abnormal. Radiograph 
harmed Hof the skuil: Sella turcica uniformly enlarged; very thin skull bones, 
ormone @especially the base, which was extremely thin and atrophic; vascular 
rotropic congestion, as made evident by widening of the meningeal vessels. 
rrotoxic Exophthalmos—R. 27, L. more than 30 mm.; congestion of ciliary 
: . fressels, insufficient closure of the eyelids; left optic disk pale but 
rotrope defined. 
striking The patient was given prominal and di-iodo-tyrosine (a total of 
Exopt: 1,000 mg.) for 10 days. At the conclusion of this course his 
e think | txophthalmos was found to have decreased by 1 to 2 mm. He was 
huelle fagain given di-iodo-tyrosine, for five days (i.e., 1,000 mg.). After 
is prob fthe lapse of another five days he felt much better; pulse rate, 
se cases §24-90; blood pressure, 130/50 mm. Hg. The left eye could be closed 
owever,, getter (on extreme closure there was about 3 mm. of uncovered 
+ be net globe left) and was less inflamed. He was then given 500 mg. of 
. that di-iodo-tyrosine a day for five days (i.e., a total of 2,500 mg.). 
| Mat B When he was seen again he had lost almost all his general com- 
indicat plaints; pulse rate, 76. The left eye could be closed almost com- 
; nucki, Bpletely (about 1 mm. uncovered globe left). Blood cholesterol, 
290 mg. per 100 c.cm. Di-iodo-tyrosine was continued in reduced 
nos (on @*Mounts (200 mg. a day for a week). Exophthalmos—R. 27, L. 29 
ntiation 4™™. Thereafter the patient was submitted to x-ray irradiation of the 
of te pituitary gland. During this treatment the left eye seemed more 
by the inflamed and its closure less complete. Unfortunately the patient 

y 4 Fieft Jerusalem directly after the course of irradiation was completed, 
ithalmk so that its results could not be adjudged. He wrote after a few 
months, when he seemed to be rather satisfied with his general 
condition as well as with the state of his eyes; but he did not give 
ny particulars, and had apparently not been seen by any doctors. 


The Case Ill 

10, whet A man 46 years old. Family and past history irrelevant. For 
irst Ome Bthe past two months there had been diarrhoea, loss in weight, pro- 
eyebalh. Bfuse perspiration, heart palpitations, trembling of the fingers, and 
30, Whet progressive exophthalmos. The B.M.R. was + 25% in the beginning 
; ago and + 159, after complete rest some weeks later. While resting the 
ost 3M patient had gained in weight, but the remainder of the above 
symptoms were unchanged. The state of the patient’s eyes had even 
aken a turn for the worse: the globes had steadily protruded, and 
onsequently both eyes had got inflamed, lid closure had become 
msufficient, and the vision decreased. 


d, 4 Condition on examination :—Exophthalmos (see below) ; no goitre ; 
b, 858: Pulse rate, 100; blood pressure, 145/65 to 175/90 mm. Hg ; tremor of 
ce HS HoNgue and fingers; no adynamia. Visceral organs, N.A.D. Reflexes 
apillans ormal. Urinalysis, nothing abnormal. Blood count: R.B.C., 
080,000; Hb, 80%; W.B.C., 5,800; differential count, normal; 


blood cholesterol, 182 mg. per 100 c.cm.; B.M.R. + 40%. Eyes: 
ptellwag’s sign positive; Moebius’s and Graefe’s signs negative. 
Xophthalmos—R. 24, L. 21 mm. (two months previously the 
Pective measures had been R. 19, L. 16 mm.). Radiographs of 
Me sella turcica were without pathological findings. 


When we saw the patient again about five months later he had 
undergone thyroidectomy some four months before. He said that 
only one day after operation his sight had been clear, whereas after- 
wards he developed keratitis, conjunctivitis, and pronounced lacrima- 
tion. The eyes had protruded at a great rate (R. from 24 to 29-30 
mm., L, from 21 to 24 mm., within four weeks). Graefe’s, Moebius’s, 
and Stellwag’s signs positive. Lid closure accordingly became still 
more insufficient (R. 12, L. 3 mm.). The thyrotoxic symptoms had 
subsided, though gradually. The basal metabolic rate, which had 
dropped to + 15% after operation, had risen again to + 38% at a 
reading taken two weeks ago. (The patient admitted, however, that 
he had been- very nervous at the time.) Exophthalmos was extreme 
(see above); pulse rate, 70; blood pressure, 135/80 mm. Hg; no 
tremor; no adynamia; normal reflexes; visceral organs, nothing 
abnormal; limbus capillaries on microscopical examination, normal. 
Radiograph of skull, nothing abnormal; B.M.R., + 29.5%. 

The patient was given prominal and di-iodo-tyrosine (2,000 mg. 
within 10 days). When coming back after the lapse of three weeks 
he stated that for the first two weeks he had felt much better, lid 
closure having become easier and eye movements less inhibited. 


» He had gained 3 kg. in weight, and made no complaint as to his 


general condition. Exophthalmos—R. 26, L. 22-23 mm.; B.M.R. 
+10%. Di-iodo-tyrosine was given again (100 mg. on alternate days 
for one month). When seen after the end of this course the patient 
was complaining of some nervousness. His eyes were not controlled 
on this occasion, but the exophthalmos appeared stationary, or even 
somewhat improved, and the signs of irritation were less pronounced 
than before. He was given quinine and prominal, and some 4ime 
later x-ray irradiation of the pituitary gland. During irradiation 
the exophthalmos was: R. 25,°L. 20 mm. General condition as 
above: The patient was given another course of di-iodo-tyrosine (a 


total of 2,000 mg. within 10 days). Thereafter he was able to close , 


the left eye completely, whereas the right remained 4 mm. open on 
extreme closure, He was given quinine and di-iodo-tyrosine 
alternately (the latter amounting to another 2,000 mg.). One month 
later the patient stated that he was working hard and felt quite able 
to do so. Exophthalmos—R. 24-25, L. 20-21 mm. (See Figs.). 


Fic. 1. Fic. 2. 


Case III before treatment Case III after treatment 


Di-iodo-tyrosine and quinine were given at regular intervals, and 
three months later another irradiation to the pituitary gland was 
started as the exophthalmos had remained stationary for the last few 


months. No visible results were seen after irradiation, so that two . 


months later another course of di-iodo-tyrosine was given. When 
seen again the exophthalmos had scarcely changed (R. 23.5, L. 
22 mm.), but the eye movements were free and easy. Lid closure 
was nearly complete. Blood cholesterol, 228 mg. per 100 c.cm. 
After one injection of a mercurial diuretic the patient felt much 
better subjectively, although the objective state had not greatly 
changed. 
Discussion 


The two cases of extreme exophthalmos ac ompanied by 
comparatively mild hyperthyroidism show more or less exten- 
sive changes in the osseous skull (bone atrophy round and 
above the sella turcica and moderate enlargement of it in Case I. 
extensive decalcification of the whole skull, and some uniform 
enlargement of the sella in Case II). Both cases had diabetic 
glucose-tolerance curves. These findings point to diencephalic 
or pituitary-diencephalic disorders. In Case II the blood 
cholesterol was found to be unusually high (in Case I, unfor- 
tunately, it was not examined), which suggests that this case 
cannot be designated as pure hyperthyroidism.* We should 
like to add that we often found such abnormally high blood 
cholesterol values in processes localized to the pituitary- 
diencephalic region. This matter will be reported upon on 
another occasion. Neither the above metabolic nor the osseous 

* Another patient who came under our observation just before 
this paper went to press also had an abnormally high blood 
cholesterol level. 
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changes were met with in Case III (post-operative exacerbation 
of the exophthalmos). 

With regard to the pathogenic part played by the thyrotropic 
factor in this connexion, the following facts ought to be taken 
into consideration ; the results of the animal experiments as 
described above seem conclusive. (The most suitable animals 
for these experiments are guinea-pigs, less so rabbits and rats.) 
In our opinion, however, it is very doubtful whether the results 
of experimental work may be applied to human pathology 
without any reservation. According to knowledge acquired 
thus far, no influence whatsoever of the thyrotropic factor on 
volume and water content of the extra-orbital muscles has been 
established. Another argument against the pathogenic part 
played by the thyrotropic hormone is the fact that exoph- 
thalmos is i xoedema, alth the 


a 
the unreserved 


pathology. On the other hand, the posterior lobe is known to 
produce an antidiuretic factor, and since this is passed straight 
into the liquor of the third ventricle, the possibility of its 
contributing to the production of ophthalmic manifestations 
through water retention might at least be taken into considera- 


application of animal experiments to human 


tion. Marine assumes that in addition to the anterior pituitary 
the gonads play an important part in the production of exoph- 
thalmos. For example, castration of male rabbits caused an 
existing exophthalmos to regress ; the administration of testo 
sterone propionate to the same rabbits caused the exoph- 
thalmos to recur (Marine, 1938). As to the relation of 
androgens and water metabolism, the fact was pointed out 
by Mulvany that the capon’s comb inflates in response to 
androgens, presumably owing to rise of its water content. The 
relation of oestrogens to water metabolism is well known and 
need not be gone into here (see Zondek, Diseases of the 
Endocrine Glands, 1944, p. 53). The fact that in certain 
cases the exophthalmos rapidly deteriorates. after removal of 
the thyroid, so that finally malign exophthalmos develops, may 
be at least partly explained by the following hypothesis : 
thyroidin is known to have a dehydrating effect; thus after 
its elimination a factor causing water retention will obtain 
dominance. 

In_brief, i ic 
exophthalmos i F Our cases 
make it appear probable that this type of exophthalmos is 


part of a complex disturbance originating in_the_pituitary- 
diencephalic centres. It is still open to doubt whether in the 
individual case one or more diencephalic centres or one or 
more pituitary hormones respectively ought to be considered 
as the primary seat of the disorder. We therefore raise the 
question whether these cases would not be more properly 
covered by the name of “ pituitary-diencephalic ” exophthalmos 
_$O as not to anticipate any undue conclusion. It is worthy of 
note that Daniels (1938) also attributed the type of exoph- 
- thalmos described in this paper to diencephalic disorders. 

Therapeutically, all three patients received an average of 
200 to 300 mg. of di-iedo-tyrosine a day for two weeks, at 
three-weeks intervals. Two additionally had irradiation to the 
pituitary. Di-iodo-tyrosine apparently had a beneficial effect, 
although it cannot be stated with certainty how great a part 
of it has to be attributed to the irradiation. Thyroidin adminis- 
tration, which would appear plausible in light of the above 
argument, was in fact recommended for post-operative exoph- 
thalmos by Gasteiger (1931) and Mulvany (1944). In any event, 
it is noteworthy that in Case I medicinal treatment alone 
brought any considerable regress of the exophthalmos. It 
should also be noted that in Case III dehydration through a 
mercurial diuretic resulted in at least subjective improvement 
of the eyes. In the same case relief of the intra-orbital pres- 
sure through partial removal of the orbital roof (Naffziger), 
which for quite a time appeared the only possible way to safe- 
guard the eye, was rendered unnecessary by medicinal treat- 
ment and local protective measures. 


Summary 


Three cases of exophthalmos are recorded which, according to the 
present classification, would have been designated as thyrotropic 
exophthalmos, The ophthalmic manifestations were of particularly 
severe degree in all these cases. Two of them presented marked 


aid that the cause of so-cal 


@ Marine, D. (1938). Ann. intern. Med., 12, 443 


= Smelser, G. K. (1936). 


decalcification of the skull bones and enlargement of the sella turcica 
this finding points to involvement of the Pituitary-diencephaly 
region. Both cases had diabetic glucose-tolerance curves 
abnormally high blood cholesterol level in two cases ie 
hyperthyroidism. All three cases favourably responded to Pye 
tyrosine. In one case (post-operative exacerbation of the te 
thalmos) di-iodo-tyrosine, in combination with Pituitary irradiati 
on two occasions, resulted in considerable improvement of the 
(regress of proptosis, disappearance of chemosis and epiphora, eg’ 
and thus rendered surgical intervention unnecessary. In view Pry 
fact that the part played by the thyrotropic hormone in the Produc. 
tion of this type of exophthalmos is doubtful, while that Of the 
pituitary-diencephalic system seems to be highly Probable, the loos; 
definition of ‘ pituitary-diencephalic * exophthalmos is suggested 
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HEPATIC ENLARGEMENT WITH ASC 
CHILDREN 
BY 
A. L. McFARLANE, M.B.Lond., F.R.C.S.Ed. 
AND 
W. J. BRANDAY, M.R.CS., L.R.CP. 


For many years cases of abdominal enlargement in colourd 
children in Jamaica, due to ascites and an enlarged liver, hae 
attracted attention, but the aetiology of the condition remaix 
uncertain. It closely resembles the disease among Indian cht 
dren described by Sir Upendranath Brahmachari (1938), a 
called infantile hepatic cirrhosis. In our experience the fatl 
outcome is not so common, perhaps because the condition ism 
entirely the same or the cases seen by us are in an earlier stag, 
No cases of the acute type described by Sir Upendramb] usually c 
occurred in this series. The descriptions given by otej one tappi 
observers known to us vary, but all are agreed that ascites aij were no : 
enlargement of the liver are present in every case. One membag arms wer 
of the staff states that he observed five of these cases some yeas} Share equ 


ago, and all were cured by a generous diet and improved livi In Tab 

conditions ; he followed them up for a period of over two yean§ show the 

Another member states that he has seen many of these cass§ series of « 
and that in his opinion the majority are fatal sooner or later. 

Report on a Series of Cases Sigt 

This paper is based on a series of 18 cases observed by Abdominal « 

over a period of about a year ; of these 15 have been follow pees enla 


up for six months or longer, and two patients were found Splenic enlai 
have died, apparently of this disease. There were 11 malesamig Jaundice .. 
7 females, but this series was too small to warrant conclUusi@ll Dyspnoea |" 
as to the sex incidence. The illness is a chronic one, begintiagg PmPilical he 
between 1 and 10 years of age, usually in children who 
then had been well. It lasts for months or years, and ina 
experience has ended in recovery in the majority of as No cas 
though other observers have had contrary results. The histo chronic, E 
given is that the illness begins usually with fever, which may® deteriorati 
intermittent, lasting for days or weeks, and is accompall Periods o! 
or followed by painless abdominal enlargement, of slight! febrile att: 
moderate extent, which may progress slowly or rapidly, fil and they 
being greatly increased in size. Loss of appetite, naust which a 
vomiting, and irregularity of the bowels have been commoni#§ *Ppearanc 
in some cases paracentesis had been performed on one of 8®§ Chronic 
occasions, with temporary relief, but with reaccumulation of & usually af 


fluid in a short time. Slight jaundice is not uncommos,#§ WMlercurrer 
the skin is dry and scaly, sometimes shiny, but never We 's the pain 
there is no tendency to other skin diseases. Umbiblical bam finally is 
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occurs, probably because of the increased intra-abdominal 
re; oedema of the legs is rare. ‘Shortness of breath 
frequently occurs, owing to mechanical interference by the 
enlarged abdomen. When first seen the tumid abdomen, 
yasted arms and legs, drawn facies, with bright but rather 
gnken eyes, the conjunctivae of which are sometimes stained a 
fint yellow colour, all give the child a striking appearance, 
which is easily remembered and readily recognized. 

The disease is not familial, and probably not hereditary, as 
90 history of its occurrence in any other member of the family 
or in the parents has been elicited ; but the history beyond the 
immediate past is often undependable, and it is possible that 
sme of the parents had suffered from the disease in infancy 
or childhood anc had long forgotten. 

The economic position of the majority of these patients is 
below the average, and investigation has shown that their diets 
jot only are insufficient in quantity but are largely composed 
of carbohydrates and markedly deficient in meats, animal fats, 
and fresh fruits and vegetables. With one exception all. the 
cases came from the poorer parts of the city of Kingston, and 
instances of this disease had not been noted by us in the rural 
parts of the island in which we worked for some years. 

Clinical examination is essentially negative; only in the 
abdomen are positive signs discovered. The conjunctivae may 
be stained with bile, and the vessels may be pale owing to 
moderate anaemia ; the teeth are usually good and the tongue 
remarkably clean. Enlarged and septic tonsils and adenoids, 
and cervical adenitis, are not more common in this group of 


children than in any other. Physical signs in the chest are 
usually normal; in a few cases a haemic murmur may be 
present or a few crepitations may be heard at the bases of the 
lungs. There are sometimes enlarged veins on the anterior 
abdominal wall ; an umbilical hernia is not often present. The 
marked abdominal enlargement—due to free fluid and the 
enlarged liver, which were found in every case—made it impos- 
sible to decide which had preceded the other. The liver varied 
in size from one the edge of which was palpable only on deep 
inspiration to one which extended as far as or below the 
umbilicus. It was smooth and firm on palpation and not 
tender, and in several cases the left lobe appeared to be propor- 
tionately more enlarged than the right. The sizé of the liver 
varied, often rapidly, from time to time, but always remained 
palpable ; the ascites varied in quantity with the size of the 
liver. In some cases the spleen was also enlarged, but as a rule 
only moderately. The quantity of fluid present varied, but was 
usually considerable, and as much as 100 oz. was removed at 
one tapping. The kidneys appeared to be unaffected, and there 
were no abnormal signs in the nervous system. The legs and 
arms were thin and weak, but all muscle groups seemed to 
share equally in the weakness and wasting. 

In Table I the principal signs and symptoms are listed to 
show the frequency with which they were found in the present 
series of cases. 


TABLE I 
Sign or Symptom | Cases Examined | No. Found Positive 
Abdominal enlargement tate 18 | 18 
atic enlargement 18 | 18 
Ascites 18 18 
Splenic enlargement 16 7 
Jaundice .. 18 7 
Dyspnoea .. 17 5 
Umbilical hernia | 16 2 
18 1 


No cases of acute type were seen; all were subacute or 
chronic, and were observed for months without any marked 
deterioration in their condition becoming apparent, though 
periods of improvement and regression were common. The 
febrile attacks were usually short, lasting for a week or 10 days, 
and they occurred more often in the subacute type of case, in 
Which a rise to 103° F. was seen and the child had the 
appearance of being seriously ill. 

Chronic cases may be afebrile throughout their course, and 
usually after their acute onset pyrexia is not common unless an 
intercurrent disease supervenes. The chief feature of the illness 
is the Paifiless and marked enlargement of the abdomen, which 
finally is so great that it brings discomfort and respiratory 


embarrassment, with an increased pulse rate; it may be the 
cause.of the loss of appetite and vomiting. Paracentesis gives 
relief: at first it may be necessary every other day ; later the 
child may be comfortable when tapped once or twice a week : 
and finally tapping becomes unnecessary. In fatal cases death 
is usually due to intercurrent disease, often a respiratory infec- 
tion: one child died in hospital ; the post-mortem findings of 
this case are given below. 

Table II comprises a list of the special investigations made in 
order to throw light on the aetiology of the condition. In some 
cases it was not possible to carry out all investigations, because 
of the short time the patient was in hospital, the patient's 
condition or age, or unwillingness of the parents to consent. 


Tasie Il.—Laboratory Investigations 


‘ ‘ Number Number Number 
Pathological Findings of Cases with the without the 

Examined Finding Finding 
Moderate anaemia .. 18 13 
a leucocytosis | 18 16 | 2 
Low plasma proteins . . 10° 9 1 
Kahn negative 15 14 
Urinalysis normal 15 15 0 
Van den Bergh direct positive 13 3 10 
i indirect positive 13 x 5 
Sedimentation rate i 8 8 0 
Fragility normal”... 12 12 0 
urea normal 7 7 0 
Blood sugar normal .. > 7 | 0 


The findings of the single post-mortem examination were 
largely negative, as- pathological changes were observed only in 
the lungs, liver, and spleen. Congestion and oedema were 
present in the lungs, but no areas of bronchopneumonia were 
found. In the liver there was a fine cirrhosis of pericellular 
type resembling Hanot’s cirrhosis, with areas of subacute 
hepatitis, in which the liver cells showed cloudy swelling and 
degeneration. The spleen was somewhat fibrosed. In one 
case an exploratory laparotomy was performed, and it was 
found that the omentum had lost its fat and was made up of 
large blood vessels, chiefly veins, in a fine membrane of fibrous 
tissue. These vessels were adherent to the abdominal wall, and 
appeared to be acting as an alternative route for the return of 
blood from the abdominal viscera, in place of the partially 
occluded portal circulation. 


Discussion 


The condition is undoubtedly one in which the liver has been 
damaged. Its rapid enlargement and subsidence suggest an 
acute inflammatory or toxic condition—that is, a hepatitis—but 
the source of the toxic agent is not certain. That the disease is 
infective in nature is supported by the increased sedimentation 
rate and the fever, and by the recovery of most cases, pre- 
sumably when the infection had come to an end. The occur- 
rence of ascites only, without dropsy of the limbs, suggests 
obstruction of the return of blood through the liver, and the low 
protein content of the ascitic fluid is in favour of an obstruction 
and not of inflammatory changes in the peritoneal membrane 
itself. The enlargement of the left lobe of the liver suggests 
that the site of origin cf the toxic agent, if one exists, is in the 
stomach or spleen—probably in the former, because splenic 
enlargement is not constant. The toxic agent is not known ; 
it is suggested that the patient’s diet, which has been deficient 
for a considerable time, has reduced the natural resistance of 
the gastric or duodenal mucous membrane, on which an infec- 
tion has established itself, and from which toxins have been 
derived and have damaged the liver, causing its enlargement. 

The evidence in favour of a dietary deficiency as the primary 
cause of the disease is: (1) It is known that the diets of the 
class from which the patients in this series are drawn are 
frequently. inadequate and unbalanced, and mechanically 
irritating material is often given to infants or young 
children: these patients received an even more unsuitable diet 
than most persons of this class. (2) A balanced and generous 
diet, alone, produced an improvement which in some cases was 
marked. (3) The administration of glycocoll in one case 


appeared to bring marked improvement, which ceased when it 
was withdrawn. (4) Another member of the staff once observed 
that improvement in the diet and hygienic conditions brought 
about an apparent cure in five cases. 
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The syndrome may be produced by toxic damage of the liver 
cells, resulting in chronic hepatitis or cirrhosis, or the toxin may 
cause inflammation or thrombosis of the portal vein, resulting 
in narrowing or occlusion ; the most likely position would be in 
the smaller radicles. The obstruction and possible damage to 
the portal vein may also be responsible for ‘the low serum 
protein, through failure to absorb part of that ingested from a 
diet already protein-deficient. 


Treatment 


In three cases special treatment was tried: two were given a 
concentrated preparation of vitamin B, without success; one 
case appeared to improve remarkably during administration of 
giycocoll, but relapsed when the treatment was stopped. In 
all the others only general supportive treatment with rest 
and a full diet was tried, with some improvement in a few of 
them. 

In a small number of cases seen after this series had been 
treated dried yeast was administered in doses of 6 or 8 dr. a 
day with striking results: all improved, and two cases were 
apparently cured in a few weeks. The explanation of this result 
is uncertain, It may have been due to the vitamin B complex, 
in which yeast is rich, or to replacement of protein, of which 
yeast contains over 40%. 


Summary 
Cases of hepatitis of unknown aetiology are described. It is 
possible that they are caused by a dietary deficiency, permitting 
easy damage of the gastric or duodenal mucous membrane, which 
becomes infected; the toxin absorbed from this focus damages liver 
cells or the portal vein, or both, resulting in phlebitis and finally 


cirrhosis, causing obstruction and partial failure to absorb a particu-. 


lar food constituent from a diet already deficient in that respect. 


We would like te thank the Hon. Major T. J. Hallinan, Director 
of Medical Services, for permission to publish this paper, and other 
members of the Medical Services for their help. 
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DARK-ADAPTATION STUDIES IN PATIENTS 
WITH DISEASES OF THE SKIN 


BY 
ARTHUR PORTER, M.D., M.R.C.P. 
AND 
E. W. GODDING 


It is well known that an adequate supply of vitamin A is 
essential for the formation of normal epithelial structures. The 
basal cells are not apparently affected, and the keratinized 
epithelium resulting from deficiency of vitamin A is soon 
replaced by normal cells when the vitamin is given in sufficient 
quantity. Marked deficiency, whether occurring naturally or 
experimentally, produces characteristic changes in the skin, 
the earliest signs being roughness and dryness developing into 
phrynodermia and follicular hyperkeratosis. These changes 
are well known, and have been fully described (Bicknell and 
Prescott, 1942a; and many others). It is possible that slight 
or moderate deficiencies, though insufficient to produce observ- 
able changes in the skin, might render it more liable than usual 
to the development of dermatitis and infective and other disease 
conditions generally. It was considered interesting, therefore, 
to examine the correlation between vitamin A nutritional status 
and the incidence of skin diseases. 

There appear to be only two methods which are likely to 
yield the required information: blood vitamin A estimations 
and dark-adaptation measurements. The former of these 
methods was used by Cornbleet, Popper, and Steigmann (1944), 
who estimated the plasma vitamin. A and carotenoids in 55 
dermatological cases and compared the levels with those found 


in controls. Vitamin A was above the lower normal limit in | dysfu 
afl, but low levels were present in one case of pityriasis rubra | were 


pilaris and two of disseminated lupus erythematosus, 


The information obtainable from blood vitamin A and | descr 
carotenoid estimations is at present limited by the technique , stabil 


employed. Such estimations as are usually carried out Provide 
little evidence beyond the subject’s ability to absorb vitamin A 


and carotenoids from the intestine, and a development in | dark-1 


technique (e.g., serial estimations during a test period on g] 20 


deficient diet) is clearly required if information is to be obtaineg§ gard 


regarding liver storage capacity. 
is also required (e.g., estimations to be made in relation tp 
time and content of a controlled diet) if the present so-calleg 
“normal” range of values is to be reduced to useful limit, 
Such development and refinement in technique would seem tp 
be of importance, since clearly some reduction below a normal 
blood vitamin A level would be necessary before vitamin 4 
nutrition of the tissues can suffer—unless, of course, the defeg§ As 


A refinement in technique] 


is one of tissue utilization. the re 
A combination of blood vitamin A estimations and dark an ( 


adaptation measurements has useful possibilities, but first g units 


correlation must be established between the two methods. 4 


the moment Yudkin (194la) considers estimations of blood] log; 


vitamin A valueless for diagnosing mild deficiencies. The 


Dark-adaptation measurements have been used successfully 
to evaluate the vitamin A nutritional status of groups of people 
(e.g., Kohn, Milligan, and Wilkinson, 1943), it being usual for 
the diagnosis of A deficiency to rest upon a significant change} be 
in adaptation following the administration of the vitamin, 
Moreover, the changes in dark-adaptation are regarded by the 
majority of workers. to be the earliest observable sign of a 
deficiency (see Bicknell and Prescott, 1942b). In the abseng 
of a therapeutic test the results are clearly less reliable, sing 


the causes of impaired dark-adaptation are many (Godding§’ —— 


1945). 

It was not possible to complete the therapeutic tests in th 
present investigation, but as there was no significant difference 
between the two groups in respect of age, ametropia, and social } skin 


status, and as certain other known causes of poor dark-adapte | Controls 


tion had been eliminated from both groups, it was thought 
highly probable that any discrepancy between the dark-adapw 
tion measurements in the two groups would reveal mainly 


differences in metabolic and nutritional status, vitamin A beigf Thet 


included as probably the main factor concerned. thresh¢ 
to be | 

ticati values 

tion of 


A group of skin cases was provided by the out-patient depart Two 


ment of St. John’s Skin Hospital and a control group by friend aaa 
of patients attending the near-by Royal Dental Hospital 
Approximately .100 subjects were tested in each group. Tk 
skin condition required was a lesion not associated with par 
sitic infections—e.g., scabies ; otherwise, the cases were taker 
as they appeared. The 103 cases tested were made up as fot 
lows: acne (var.) 7, alopecia 7, boils 1, cheiropompholyx | 
Darier’s disease 1, dermatitis (var.) 44, eczema (var.) 16, For 
Fordyce disease 1, impetigo 1, keratosis folliculosis ace 
formis 2, leuconychia 1, lichen (var.) 3, lupus erythematosus|@ A 
mycosis pedis 1, pityriasis rubra pilaris 1, plantar wart? 
psoriasis 5, pust. bacteride 1, urticaria 3, varicose ulcer 1, sebor 
rhoea 1, sycosis barbae 2. 
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It will be observed that dermatitis dicate 


(wo 
accounts for nearly 50% of the cases. - 
From both groups the following were excluded : subject Be! h 
under 16 and over 45, subjects with uncorrected refractit Hospita 
errors of less than 6/24 either eye, obvious muscular deft the test: 
(e.g., squint), opacities of the media and ocular disease cont wl fc 
1es 
Tas_e I.—Comparison of the Test and Control Groups Resins 
ne 
Aver-| No. No. — 
Total | | Ase age | Wear- Uncormeil Cornbleet 
ota Age ing Vision lessti# Cr 49, | 
| M.| F. |15-25/26-35 36-45 | Glasses | 6/6 (R. orl) Craik, K. 

Skin cases | 103 | 49/54/27 | 45 | 31 | 298 | 13 | 
Controls 101 | 34 | 67 50 | 33 | 18 | 269 14 15 ourn 
Porter, Aj 
udkin, J 
Yudkin, § 


tions generally, subjects with a history of general disease cont — (194 
tions, particularly gastritis, gastric and duodenal ulcer, | 
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function, and recent infection. Pregnant and nursing mothers 


were also excluded. 

The apparatus used for the dark-adaptation test was that 
described by Yudkin (1941b), with the addition of a means of 
stabilizing the voltage. The procedure was as follows : 


Method.—Each subject was generally examined as indicated above, 
and the test explained and demonstrated. They were put into the 
dark-room at 10-minute intervals. Before entering the dark-room 
no subject had been in the hospital less than half an hour, to safe- 
guard against the effects of exposure to previous high brightnesses 
(Craik and Vernon, 1942). At the end of the first subject's 30 
minutes’ dark-adaptation time the test was made, and so on with 
the remainder at 10-minute intervals. By this arrangement the 
intervals between subjects entering the dark-room and being tested 
were balanced so that all were dark-adapted for 30 minutes. The 
iest object (arrow) was first shown at a brightness which could be 
seen fairly easily, and the brightness decreased until the threshold 
reading was obtained. The test was then continued to 40 minutes. 
As under the conditions of the test the expected difference between 
the readings at 30 minutes’ and 40 minutes’ dark-adaptation time 
is not more than 0.1 »ul log unit, subjects showing greater amounts 
than this were re-tested. In addition all readings of 3.83 nul log 
units and over were confirmed. The threshold measurements of 
brightness seen at 30 minutes’ dark-adaptation time expressed as 
log uul were those taken. 

The measurement of dark-adaptation by means of such 
“final” threshold measurements, while not yielding the same 
amount of information as can be obtained by a “full” test, 
is nevertheless the most useful single measurement which can 
be taken (Yudkin and Robertson, 1943), since it has been 
shown that the threshold measurements at 30 minutes’ dark- 
adaptation time are always affected if dark-adaptation has been 
impaired through lack of vitamin A. The results are shown in 


Table II. 


Il 
Threshold Reached, Log ul, at 30 minutes, Mean 
— D.A. Time Threshold 
0. 1 
| 3-40 | 3-53 | 3-72 | 3-84 | 3-93 | 401 | 414 _— 
Skin cases | 103 | 8 45 | 32 | 0 | 2 5 I 3-679 
| | | | WERE 3-683 
Comment 


There is thus no significant difference between the mean 
threshold values of the two groups. The values obtained seem 
to be rather high (cf. Yudkin, 1941c), although these absolute 
values should be accepted with some reserve, as the standardiza- 
tion of the instrument has not been checked for some time. 


Two cases of particular interest appeared in the skin group 
~—one a case of Darier’s disease and the other a case of pityriasis 
rubra pilaris; the latter, which has been fuliy reported else- 
where (Porter and Godding, 1945), responded to vitamin A 
therapy, and good correlation was established with the dark- 
adaptation results. The former will be discussed along with 
other cases of Darier’s disease in a further paper. 


Summary 


A dark-adaptation test revealed no significant difference between 
4 group of skin cases and a group of controls. 


_ It is highly probable that with the safeguards applied the results 
indicated a similarity in vitamin A nutritional status between the 
(Wo groups. 
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Medical Memoranda 


Tubercle Bacilli and Urea 


In the Journal of May 16, 1942 (p. 609), I recorded in a short 
paper the bactericidal action of urea in saturated solution on 
an equal volume of a strong suspension of human tubercle 
bacilli in distilled water—the resulting mixture containing, of 
course, a half-saturated solution of urea. In July, 1944, Il had 
the pleasure of receiving a letter from Dr. R. M. Humphreys, 
late senior physician, Sudan Medical Service, stating that he 
and his assistant, Dr. Abdel Halim of the Khartum Civil 
Hospital, had had good results in treating a local civilian with 
(a) dry powdered urea on the skin ulcerations resulting from 
infection of the needle-tracks from a tuberculous pyopneumo- 
thorax, and (b) the use of a half-saturated urea solution as a 
replacement fluid in the same patient. The ulcers healed 
quickly under the urea powder, and the fluid, after eight 
removals, washings-out with sterile saline, and replacement with 
30C c.cm. of half-saturated urea solution, became at last com- 
pletely sterile for tubercle bacilli. It is to be noted, too, that 
the washings Sf the first fluid introduced, though found to 
contain many acid-fast bacilli, were sterile from the point of 
view of culture. 


This communication recorded such favourable results and 
seemed so much what I had expected that I decided to make a 
few more experiments with urea ; these are here set forth: 

Three cultures—human, bovine, and avian—were obtained from 
the National Collection of Type Cultures, and subcultures were put 
up with saturated urea solution, the method being identical with 
that previously described. In the course of a month all three 
exposed to the saturated urea solution remained apparently sterile. 
There was a growth of tubercle bacilli on the “ second dilution 
capsules, except in the case of bovine tubercle, and in all lesser 
concentrations. The controls, of course, grew well. At a sub- 
sequent subculture from the apparently sterile capsule of human 
tubercle bacilli a very small growth was obtained—a fact which led 
to a further trial with the use of a more carefully saturated urea 
solution. On this further trial the saturated solution + t.b. was 
typically negative for tubercle bacilli both on the original capsule 
and on subculture. 

It would seem that strains of tubercle bacilli vary somewhat 
in their sensitivity to urea. It may be added that the fluids 
containing saturated urea and t.b. and the controls containing 
only t.b. were inoculated into guinea-pigs and that neither 
animal developed tuberculosis. This is curious, as the “ con- 
trol” was positive and should have killed. The strain is being 
further investigated. 


With the assistance of Major Elliott, chemist at the R.A.M.C. 
College Laboratories, and Cpl. Johnson, R.A.M.C., I made 
the following further observations: (1) Saturation point is 
reached with approximately 92.3 g. of urea to 100 c.cm. of 
distilled water at 19°C. (2) Saturated urea has a pH of about 
6.8 (brom-cresol-purple). (3) The mould Penicillium notatum, 
suspended in saturated urea, was apparently unaffected. (Con- 
trol in saline.) (4) A suspension of tubercle bacilli in half- 
saturated urea solution was divided into two parts. Half was 
subjected to dialysis, half not, and the two were compared after 
48 hours. The result was: undialysed portion, 55.2 g. of urea 
per 100 c.cm.; dialysed portion, 0.013 g. of urea per 100 c.cm. 


It would appear, then, that a strong suspension of tubercle 
bacilli, killed by 48 hours’ contact with a saturated solution of 
urea, can be freed of urea by dialysis and retained as a dead 
bacterial suspension for any purpose required. 

My thanks are due to Dr. R. St. John Brooks of the National Collection of 
Type Cultures; to Col. F. S. Irvine, C.M.G., D.S.O., commandant of the R.A.M.C. 
College; to Lieut.-Col. W. R. M. Drew, Professor of Tropical Medicine; and 
to Major W. A. Young, Major Elliott, and Cpl. R. I. Johnson, R.A.M.C., for 
invaluable help. 


S. Lyte Cummins, C.B., C.M.G., M.D. 


Recurrent Ectopic Gestation on the Same Side 
as Previous Salpingectomy 


The case reported here may be found to be of interest not 
only because of its rarity but also because, if the possibility 
of recurrence is recognized, the chances of this unfortunate 
accident occurring may be lessened at the first operation. 


Case History 
1 - 35, her occupation at the time being 
welding, was admitted to Tilbury Hospital on April 3, 1944, com- 
plaining of lower abdominal pain. The time of onset had been 
4 days before; the pain had later become less severe, but on the 
day of admission had returned with increased intensity. The date 
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of the last menstrual period was Feb. 4, 1944; there had been no 
vaginal bleeding of any kind since then. Her periods were regular, 
usually lasting 7 days every 28. She had three children—the 
youngest 10 years of age—and had suffered from a vaginal discharge 
previous to the birth of this child. 

The history was that the patient had been admitted to the same 
hospital on Aug. 24, 1933, and operated on for an ectopic gestation 
on the left side. At the operation she was found to have a pelvic 
haematoma, with a mass surrounding the left tube and ovary; the 
left tube and ovary were removed. ecovery was uneventful. 

When examined on the present occasion the patient was quite 
pale; pulse 100, temperature 97.6°, blood pressure 75/60; chest 
N.A.D. The abdomen was slightly distended, with some rigidity 
of the lower part and marked tenderness, especially in the left iliac 
fossa. On vaginal examination there was a muco-purulent dis- 
charge but no suspicion of blood. The cervix was lacerated and 
somewhat soft. The fornices were extremely tender, but the shape 
and size of the uterus could not be made out owing to abdominal 
tenderness and rigidity. A tentative diagnosis of ectopic gestation 
was made, but owing to the patient’s history it was decided to 
watch her for a short period. As after two hours the pulse rate 
was “~~ operation was decided upon, intravenous plasma being 
given beforehand. Nitrous oxide, oxygen, and ether anaesthesia 
was employed. The old infra-umbilical scar was excised and the 
abdomen opened. The pelvis was full of clotted blood. On 
examination of the uterus the left tube and ovary were found to be 
absent; the uterus was the size of a 6 to 8 weeks pregnancy. The 
left cornu of the uterus was eroded and in fact ruptured during 
the handling of the organ, extruding a small foetus, age 6 to & 
weeks. Owing to the size and nature of the rupture it was found 
necessary to perform a_ subtotal hysterectomy. The patient’s re- 
covery, apart from a mild tonsillitis, was uneventful, and she was 
discharged on April 26. Examination of the uterus showed an 
ectopic pregnancy arising in the intramural portion of the tube that 
had previously been removed. 


Comment 


Although cases of recurrent ectopic gestation are relatively 
common, the literature on the subject reveals very few cases 
in which the extra-uterine pregnancy has recurred on the same 
side, and still fewer in which the recurrence followed salping- 
ectomy on the same side. Wetterweld’s (1927) case did not 
have the tube removed in the first instance, and in the case 
reported by Bracht the recurrence was in the ampullary portion 
of the tube. Belld et al. (1929), Saass (1930), and Nizza (1933) all 
reported cases of ectopic gestation recurring on the same side 
as previous surgical intervention, and Scipiades (1934) re- 
corded a case of recurring tubal pregnancy on the same side 
as previous surgical intervention, with a living child born at 
term. Apart from these examples this type of case appears to 
be a very rare form of accident. 


I would like to thank the staff of Tilbury Hospital for their help in compiling 
this case report. ‘ 


Tilbury. Gee, M.B., B.S. 
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JOINT TUBERCULOSIS COUNCIL 


The Joint Tuberculosis Council, at its last meeting, discussed several 
matters of interest to the tuberculosis world. On the recommenda- 
tion of the Joint Education Committee (upon which the Council 
and the National Association for the Prevention of Tuberculosis are 
represented), the Council approved the draft constitution for a 
Tuberculosis Educational Institute. This institute will arrange 
courses, lectures, and demonstrations for the education of doctors, 
nurses, almoners, and social workers in tuberculosis. It will, it is 
hoped, act as an information centre in all matters connected with 
tuberculosis education, and will recommend candidates for N.A.P.T. 
scholarships. The institute will suggest lines of research in tuber- 
culosis, and will generally facilitate and encourage the study of the 
subject in Great Britain by visitors from over-seas. It will work in 
co-operation with university postgraduate centres and will give them 
all possible assistance. The Joint Education Committee also recom- 
mended the N.A.P.T. to award two £50 scholarships for health 
visitors, and two scholarships of similar amount for student 
almoners. The Council’s Committee on Reorganization of the 
Tuberculosis Services (which at this meeting was renamed the 
Committee on Development of the Tuberculosis Services) was asked 
to consider and report upon the present situation in relation to the 
sroposal National Health Service (with particular reference to the 
recent negotiations between the Ministry of Health and the B.M.A.). 
The Council decided to approach the Spens Committee with repre- 
sentations that tuberculosis clinicians should be dealt with, in any 
scheme of salary revision for practitioners engaged in publie work, 
on the same basis as specialists in other branches of medicine. 


Reviews 
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ARTHRITIS AND ALLIED CONDITIONS 


Arthritis and Allied Conditions. By Bernard I. Comroe, M.D., P.ACP 
Third edition, enlarged and thoroughly revised. (Pp. 1.359; illustrate 
60s.) London: Henry Kimpton. 


The arrival of a third edition of this important work within fiye 
years of its first appearance is ample testimony to the place j 
has gained in the literature of rheumatic diseases. Advantage has 
been taken to rewrite some chapiers and to bring the whole up 
to date, and a good deal of fresh matter has been added, increg. 
ing the 750 pages of the first edition to 1,359 in this one. The 
needs of the general practitioner have been studied and a ney 
chapter presents a diagnostic digest of the average arthritic Prob- 
lem ; there is also a new chapter on treatment in general practig 
while the valuable feature of the first edition of presenting 
summaries in “box form” so as to be easily available to th 
individual with little time ‘for reading is preserved. 

The sulphonamides are dealt with in the light of the mog 
modern knowledge, and a chapter on penicillin has been added 
though its use in arthritic conditions appears to be limited. The 
chapter on massage has been enlarged with very helpful illustp. 
tions, while other forms of physiotherapy are fully described 
enabling the practitioner to prescribe exactly what he wishes tp 
be done instead of leaving it to the masseuse, as is so often th 
case. One of the most striking features is a chapter on mistakes 
in the diagnosis and handling of patients with arthritis and allied 
conditions, which will be read with profit by the most experi- 
enced workers in this branch of medicine. The possible 
mistakes number 238, a formidable array, and it is a temptation 
to quote some of the most striking ; but one deserves the atter- 
tion of our rulers and governors whose attention may be drawn 
to it, since it is unlikely that they will come across it otherwise 
* Mistake 63 is the lack of sufficient funds for investigative work 
and lack of adequate hospital facilities for the care of arthritic 
patients.” It is pointed out that in the U.S.A. there are no 
more than 200 free beds for rheumatic cases as compared with 
100,000 for tuberculosis, though arthritis and allied complaints 
are more common than the sum of all tuberculosis, cancer, 
diabetes, and heart disease. 


HUMAN AND ANIMAL PARASITOLOGY 
Introduction to Parasitology. With Special Reference to the Parasites f 
Man. By Asa C. Chandler, M.S., Ph.D. Seventh edition. (Pp. 716; ill» 
trated. $5.00 or 30s.) New York: John Wiley and Sons; London: Chapman 
and Hall. 

This book has grown considerably since its original appearance 
over twenty-six years ago. Its title has been changed sevenl 
times to meet its increasing scope, and now it reaches the seventh 
edition four years after publication of the sixth. The books 
thoroughly up to date, and anyone who wishes to obtain a com 
prehensive view of human and animal parasitology can hardh 
do better than secure a copy and read it carefully from cove 
to cover. The author has kept himself informed of the mam 
advances in knowledge in the fields of protozoology, helmintt 
ology, and entomology which have been made during tk 
war, and has incorporated all of them. Thus, to name ofl) 
three of the new additions, mention is made of the trypanocidd 
action of aromatic diamidines, of the successful transmission d 
lishmania infections by the bite of sandflies, and of th 
remarkable insecticidal properties of D.D.T., particularly wit 
reference to its effect on the louse and the influence this hs 
on the spread of typhus fever. . 
The main descriptions in the book relate to the parasites @ 
man, but sufficient information is given of parasites of animé 
to make it of use to veterinarians as well as to medical m@ 
Short accounts of spirochaetal, rickettsial, and virus diseases 
included. There are no coloured plates in the book, but the 
black-and-white illustrations, of which there are over 300,# 
adequate. Systems of classification are not over-em 
and when inserted are in smaller type arranged in such a 


-that they can be disregarded by the reader who is not parte 


larly interested in this branch of the subject. It seems unnect 
sary to say anything more about the work. It is a good om 
which can be thoroughly recommended. 
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at this unit were extraordinarily good, and all concerned with 
the care of the newborn will be grateful for having the details 
of how this has been achieved set out so clearly and with such 
confidence. Dr. Crosse deals with how the premature baby 
should be managed not only in hospital but also in the home. 
Essentially the methods adopted are simple and practical—so 
far as it is possible to simplify what can often be quite a compli- 
cated procedure. In thirty pages Dr. Crosse tackles the complex 
programme of feeding, and a small criticism of this section is 
that the harassed practitioner who has to arrange for the 
artificial feeding of a premature baby is given plenty of choice 
but little direct lead. A concluding chapter on general statistics 
and an appendix with the Birmingham figures sum up the whole 
matter. As Prof. L. G. Parsons says in his foreword, the results 
under Dr. Crosse’s skilful guidance have so far been unrivalled 
in this country. Their successful imitation would represent a 
substantial saving of life in the newborn period. There is 
nothing set out in this book which could not be done by other 


authorities. 


Notes on Books 


The horrible fact that so many children have been found in the 
concentration camps in Germany and the countries liberated from 
German oppression lends added point to the reprint of a pamphlet, 
published last year by the Ling Physical Education Association, on 
the Use of Exercise in the Post-War Rehabilitation of Children in 
Occupied Countries (Hamilton House, Bidborough Street, W.C.1; 
price 2s., postage 3d.). The compilers of this pamphlet advisedly 
took an objective view of the probable conditions contingent on 
German evacuation, and, like the members of the Parliamentary 
delegation who visited the Buchenwald camp, regarded intentional 
understatement as the most telling way of bringing home the horror 
of the Nazi regime. The report is based on the expert medical and 
educational knowledge of people who have seen the effects of mal- 
nutrition on children. After its original publication lectures and 
classes, based on its teaching, were given to teachers and volunteers 
of many different nationalities, including groups from the Czecho- 
slovak Social Welfare courses, the British Council’s course in Social 
Welfare for Allied Nationals, the Society of Friends, the French 
ATS, the Ling Physical Education Association, and the Inter- 
national Women’s Service Groups; and instruction was given in 
the types of defects most likely to be seen among malnourished 
children, and in graded physical activities likely to benefit those 
whose condition did not necessarily warrant immediate admission 
to hospital. The pamphlet includes general considerations to be 
observed in the physical re-education of the children, the sources 
of teachers likely to be available,. and a chart of defects and 
deformities resulting from starvation. 


_Aids to Psychiatry is the fifth edition of Prof. W. S. Dawson’s 
little book in twenty years—a tribute to its popularity with students 
and practitioners. Admittedly severely concentrated and, of course, 
m places sketchy, this edition has been brought up to date and 
covers Practically everything about the psychoses, psychoneuroses, 
md amentia which is commonly required by the non-specialist. 
Details are not given of specialized treatment such as the presently 
popular shock therapy or of psycho-analysis, but they are mentioned, 
which is all that is required for those who cannot and ought not to 
undertake such treatment. There is a useful chapter on differential 
agnosis in certain symptoms and syndromes, and finally a short 
chapter deals with what mental hygiene and chit guidance are doing 
lm the field of prevention. The book is of pocket size and may be 
profitably dipped into in leisure moments. It is published by 
Baillitre, Tindall and Cox at 6s. 


seventh edition of T. J. Mackin and J. E. McCartney's 
andbook of Practical Bacteriology (E. and §. Livingstone; 17s. 6d., 
plus 7d. Postage) differs little in the main from its predecessor, the 
authors having adopted the convenient method of incorporating 
aeW material in an appendix, which now extends to 43 pages. In 
4 bench-book this has something to recommend it, since the 
empl user then finds all descriptions of new methods assembled 
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THE PREMATURE BABY Preparations and Appliances | i 
The re Baby. By V. Mary Crosse, M.D., D.P.H., M.M.S.A., 
DRC.O.G. Foreword by Leonard Parsons, F.R@P.. = g 
FRCO.G. (Pp. 156; illustrated. 10s. 6d.) London:' J. and A. 
Churchill. 1945. ENDOMETRIAL BIOPSY CURETTE é 
This excellent book has been written by Dr. Mary Crosse from = Mr, Linpsay O. Watt, F.R.C.S.Ed., assistant honorary surgeon iy 


to the Derbyshire Hospital for Women, writes: 


This endometrial biopsy curette has been designed with 
several added features to give information in sterility investiga- 
tions. The instrument has a total length of 10} in. and is 
constructed with a shaped handle to permit a firm 
and comfortable grip. The neck of the instrument 
is curved to allow more easily the curettage of the 
anterior wall of the uterus. The specially designed 
cup is as short as possible, allowing a biopsy to be 
taken from close to the fundus of the uterus, and so 

ive a much larger and longer strip of endometrium 
or histological section. The large sharp prominent 
edge of the curette cup enables one more often to 
get a sample of atrophic endometrium, as in meno- 
pause or epimenorrhoea, where obtaining endo- 
metrium is often difficult. , 

The head of the curette is large and the end is 
rounded, the overall diameter of the cup being 
3/16 in. The design is such that the minimal com- 
pression of the biopsy guarantees the least distortion 
(size and shape of the glands) in the ensuing histo- 
logical picture. The shape of the groove proximal 
to the cup facilitates the extraction of the specimen 
from the curette. 

The notches at 1/2-in. intervals graduate the in- 
strument to a total distance of 5 in. from the distal 
end, the first notch being placed at a distance of 1 in. 
from the end; a node is also placed at 24 in. from 
the end of the curette. When the curette is inserted 
into the nulliparous cervix the head of the instru- 
ment is arrested at the internal os. In this way the 
length of the cervical canal can be measured. In 
the anteverted or/and antefiexed uterus slight for- 
ward curving movement of the curette easily passes 
it through the internal os into the corpus of the 
uterus. By passing the curette up to the top of the 
uterine cavity the corpus of the uterus can be 
measured and its relation to the cervix (infantile, 
etc.) can be estimated. : 

In some antefiexed uteri of infantile type it is 
occasionally necessary to dilate the internal os with a 
3- or 4-mm. uterine sound before passing the curette 
from the cervical canal through the internal os, 
otherwise slight difficulty may be experienced in 
removing the curette from the corporeal cavity. 

One would advise that the quadrant from which each sample 
is taken should be noted on the patient’s case paper. If several 
samples of endometrium are taken at weekly intervals biopsies 
repeated in error from the same site will give a fallacious result 
due to the regenerating endometrium. 

The instrument is now available in stainless steel and is 
manufactured by Charles F. Thackray Ltd., Park Street, Leeds. 


—~ 


#8 


LIVER EXTRACT FOR INJECTION 


“Wellcome” injection of liver extract is stated by Burroughs 
Wellcome and Co. to be prepared by a special process designed to 
conserve the therapeutically active principles of liver while elimina, 
ting inert or antigenic substances. It contains a full representation 
of the components of the vitamin B complex normally present in 
liver. Each batch is tested clinically before issue and the strength 
is apparently of the order of 2 units per c.cm. Many clinicians 
prefer a liver extract of this type, in which the haematinic principle 
is not too highly purified or separated from other potentially active 
fractions of the liver. 


A third group of Belgian professors representing the Belgian 
Fondation Universitaire is now visiting Britain for a fortnight at 
the invitation of the British Council. They are meeting British 
scientists and medical men and are visiting universities or research 
institutions in London, Reading, Oxford, Cambridge, Newcastle, 
Aberdeen, Edinburgh, Liverpool, and Greenwich, and the LC.l1. 
works at Billingham. The delegates are: Dr. F. H. Van den 
Dungen, professor of science and applied science at the University 
of Brussels ; Prof. A. E. Michotte van den Berck, Faculty of 
Medicine (Experimentary Psychology), Louvain University; Prof. 
A. E. Gratia, Faculty of Medicine, Liége University; Prof. J. A. H. 
Rodhain, Director of the Institute of Tropical Medicine, Antwerp ; 
and Prof. E. J. M. P. Mertens, Faculty of Science, Louvain. 


| 


fourteen years at the special unit in the grounds of one of the 
maternity homes of the city of Birmingham. In recent times it ! 
bas become increasingly known that the results being obtained 
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RETURN FROM STALAG 


It is one of the paradoxes of the day that release and 
reaction from the emotional tension of war may for some 
time lead to more rather than less difficulty in human 
affairs. The first large groups of Service men to be repatri- 
ated are prisoners of war from Germany ; and while the 
proportion of those who have suffered serious organic 
damage is less than it might easily have been, the problems 
of resettlement likely to be presented by returned men in 
general are illustrated only too clearly by the difficulties 
of these repatriates and their families. In clinical work, 
in discussion with friends, and in casual conversation, it 
is borne in upon the doctor that years of life over-seas 
produce changes in men, and indirectly in their families, 
from which recovery is neither immediate nor easy. The 
returned men themselves remark, sometimes with dismay, 
that we in this country are strange and that we do not 
seem to understand the effects of war on human person- 
ality. On the other hand, wives and families say that 
returned .men are preoccupied and uncertain and that it 
is difficult to predict their reaction to various plans made 
to please them. These are the inevitable results of the 
reunion of two groups who have been leading widely dif- 
ferent lives. The experience, the outlook, and the ways 
of each group differ, and there is an inevitable period 
during which the plans and expectations of the repatriate 
and of those at home move out of the world of dreams in 
which they have lived during the years of separation and 
are brought together on a basis of reality. 

The fundamental difficulty from which repatriated Ser- 
vice men suffer appears to be an incomplete assimilation 
of the discovery of human insignificance in the face of 
external dangers and powerful internal emotions. There 
is nothing particularly extraordinary in the discovery, for 
most people are compelled to make it at some time in their 
lives, even in peacetime ; but in war the discoveries crowd 
fast upon us, and many variations of this same theme are 
presented in a short space of time. From the moment the 
soldier joining his regiment discovers the intensity of feel- 
ing with which he misses his companions his life enforces 
the same lesson. The prisoner of war learns with poignant 
force at the moment of capture, and during the immediately 
succeeding period, that his identity as a person is of no 
significance ; he is only one more body. It is only too clear 
to him that if his guards cannot be bothered with him they 
can rid themselves of an incubus by shooting him and 
reporting that he tried to escape. He realizes that others 
can contemplate his fate with the same frigid detachment 


with which in the past he himself has read, say, o¢ 
famine in China. It is from these deep springs that ther 
arises the common complaint of repatriated men that they 
are “not wanted.” The real point is that a cold and dis. 
passionate Fate does not want any of us in the paterngj 
and affectionate way we somehow expect. 

The prisoner of war lives for months or years in gp 
environment which is hostile or indifferent, except for thog 
people who share his fate with him. During this periog 
he has also to realize that the lessons of civilization seem 
to have been learnt only on a superficial level. It 5 
common to hear a returned man say that the behavioy 
of a few of his fellows was incompatible with what might 
be expected, for example, of an officer. He will talk ¢ 
pettiness, of thefts, of lethargy, all as matters of surprise 
We may be sure that he has been equally surprised by th 
power and intensity of similar feelings in himself, and this 
at a time when his “self” has been displayed as a being 
of little or no moment. With slight variations the same 
can be said about those soldiers who have not been taken 
prisoner. Lord Moran has described the deterioration fol 
lowing on the continuous expenditure of spirit in war, 
There is no doubt of the accuracy of this picture; th 
important thing is that the expenditure arises not only 
from the need to meet external dangers but from the need 
to tolerate the existence of internal turmoil which seems 
to have no other controlling force than the “ self” which along by 
is so discredited in its owner’s eyes that he feels it with som 
totally incapable of its task. On return to this country the} "Sly dis 
soldier meets many people whose self-esteem has suffered the docto 
no diminution-comparable with his own. He feels that he [®*'St n pe 
knows more about life than those of us who have been at } at they 
home, but he also feels a crippling lack of confidence which | Schiatri 
we at home do not appear to feel. As a result he think the psychi 
that he recommences civil life at a disadvantage. It my 
take him many years to recognize and to admit the truth 
of the lesson that Fate has taught him, for it is hard fo 
any of us to believe that the lesson is a good one to leam | RENAL. 
If he learns it he is no longer discouraged by the sdf The chief 
confidence of ignorance and immaturity. But before ths ties 
point is reached he suffers from a plethora of difficulties ood ch 
which do nothing to further either his self-confidence 
his amiability. As has already been hinted, this does a0 oa r 
prevent him from insisting that he is “exactly like othe , ed Se 
people.” And this is natural enough, because he meat Need a 
that other people would be exactly like him if they kn oony ont 
as much about life as he did. Unfortunately, they do not; sfter sulph: 
and no amount of unconscious effort on his part to malt Rs | 
them feel as insecure about him as he does about Ritiaction 
can produce the equilibrium he desires. The sulph 

There is no need to go into subsidiary difficulties, su ag 


as over-sensitiveness to frustration, intolerance of lonth 


ness, and intolerance of company, which affect the repair etd 
ated man, and particularly the returned prisoner of ‘ 
The important thing is that the physician should ga 
perhaps by recalling his own position twenty-five yes 
ago, the all-pervading effect of deep emotional insecutl. 
Nor is it necessary to give a detailed account of the way® wer, es 
which a prisoner of war, denied physical mobility, achie® - — 
4 ptoms 
mental freedom to go where he will, when he will. BE 
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disappointing and frustration-ridden substitute for the free- 
dom he achieved in imagination. Any attempt to “ treat” 
the returned prisoner of war, or any other returned Service 
man, because he has “symptoms” of this kind puts the 
physician in an untenable position with regard to the 
“patient ” ; but it should not be difficult for these men to 
obtain the comfort of understanding from a doctor who 
has seen, and will continue to see, people in the height of 
their powers, and with the security of material possessions, 
struck down by disease or domestic catastrophes of other 
kinds. It should be easy for the doctor to place himself 
in a sympathetic relationship with Service men who may 
be suffering from an overdose of such experiences. Medical 
men do not consider themselves “ ill” or “ queer ” because 
they belong to one of the few classes who, in ordinary 
peacetime life, are really aware of, and indeed must accept, 
the fundamental insecurity of home, possessions, and fame. 
It should not therefore be difficult to discard any idea of 
“illness " when dealing with this aspect of the problems 
of the returned soldier ; and, whatever theoretical views 
the doctor may hold about such matters, at least the 
theoretical views need not be obtruded. If he can talk 
as man to man, encouraging his patient to face life’s in- 
security much as a doctor must, he will be employing 
psychiatric machinery ; but the machinery need not cause 
irritation by creaking. Any man who cannot be helped 
along by easy convers&tion on this basis must be considered 
with some care. In many cases acute strain should be 
visibly dissipated by such superficial methods ; if it is not 
the doctor should see the red light. Emotional disorders 
exist in peacetime ; the air of the Stalag is not so salubrious 
that they cannot thrive there as well, and it may be that 
psychiatric disorders are better handled with the advice of 
the psychiatrist. 


RENAL LESIONS DUE TO SULPHONAMIDES 


The chief ill effects of sulphonamide therapy are urinary 
obstruction, sensitization reactions (fever and rash), and 
blood changes (agranulocytosis or acute haemolytic 
anaemia). In good American practice the relative fre- 
quency of these toxic symptoms after the administration 
of sulphathiazole is given as renal calculus in 2.8% of 
patients, sensitization phenomena in 6.2%, and agranulo- 
tylosis and haemolytic anaemia only in rare cases; 
after sulphadiazine renal calculus occurred in 1.5% of the 
Patients." The cause, symptoms, and treatment of urinary 
obstruction due to the sulphonamides are now well known. 
The sulphonamide is filtered off from the blood in the 
somerulus of the kidney in solution in the glomerular fil- 
tate; but as this fluid passes down the tubule water is 
absorbed, until eventually the less soluble compounds such 


s sulphapyridine, sulphathiazole, sulphadiazine, and their | 


«cetyl derivatives are precipitated as crystals, which cause 
obstruction. The blockage may occur in the lower parts 
of the renal tubules, in the collecting tubules, or in the 
tier, especially at its opening into the bladder. The 
mptoms of this obstruction are (1) pain, which may be 


‘Dowling, H. F., and Lepper, M."H., J. Amer. med. Ass., 1943, 121, 1190 


located in the loins and radiate to the groin, or may be 
felt in the abdomen generally ; (2) diminished output of 
urine proceeding to complete anuria ; and (3) macroscopic 
haematuria. In the presence of any one of these symptoms 
urinary obstruction should be diagnosed, the sulphon- 
amide discontinued, and steps taken to relieve the obstruc- 
tion. If the obstruction is incomplete it usually suffices 
to increase the fluid intake either by mouth or by parenteral 
infusion and to give alkalis to render the urine alkaline, 
and thereby increase the solubility of the sulphonamide 
crystals. But if anuria has persisted for 12 hours, or 
oliguria (less than 500 c.cm. a day) for 24 hours, an 
increased fluid intake is harmful, leading to waterlogging 
of the body, and ureteric catheterization should be under- 
taken without delay. Urinary obstruction is prevented by 
maintaining a good flow of urine through ensuring a large 
fluid intake (6 pints a day), by keeping the urine alkaline 
(this may require 6 grammes of sodium bicarbonate or 
more a day), and by watching closely for any diminution 
of renal flow; this is best arranged for by having the 
24-hour volume of urine prominently recorded on the 
temperature chart. 

In addition to the lesions due to obstruction it is some- 
times maintained that sulphonamides may cause other 
renal injuries. In one type of case the renal lesions form 
part of a more widespread syndrome set up by sensitiza- 
tion of the body to sulphonamides. Sensitization is usually 
manifested as drug fever or as a sulphonamide rash ; when 
administration of the sulphonamide is stopped the symp- 
toms subside. But in some cases, such as those described 
by Lederer and Rosenblatt,” the pathological reactions pro- 
‘gress because the correct diagnosis has not been made or 
because of factors still unknown, and the patient rapidly 
goes downhill and dies. Small areas of focal necrosis 
are found scattered throughout the viscera, including the 
kidney. The mode of production of these lesions is not 
clear. Usually there is no evidence that the kidney suffers 
more severely than other organs, or that the renal lesions 
have a major responsibility for death when it occurs. 
Besides these lesions of hypersensitivity, some observers 
maintain that sulphonamides may cause degenerative 
changes in the cells of the renal tubules by direct 
chemical action.* Young and Rosenblatt and Grayzel® 
have described marked degeneration of the renal tubules 
at necropsy of patients who had received sulphonamide 
drugs for rather obscure conditions. The interpretation of 
such cases is difficult. The renal lesion might have been 
due to the original infection for which the sulphonamide 
was given, or to sensitization ; in Young's four cases there 
was a preliminary (? sensitizing) course of sulphonamide, 
followed after an interval by a second (? precipitating) 
course. It might have been due to obstruction by crystals 
which were dissolved before death. Other observers have 
described degeneration of the epithelium of the tubules in 
cases in which urinary obstruction was caused by masses 
of sulphonamide crystals : the degeneration may have been 
secondary to the obstruction rather than due to a chemical 
action of the drug upon the cells. According to Vilter 

2 J. Amer. med. Ass., 1942, 119, 


3 Gross, P., Cooper, F. B., and Dictate A., Amer. J. Pathol, 1942, 


18, 101. 
4 Urol. cutan. Rev., 1944, 48, 536. 
5 Ibid., p. 556. 
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and Blankenhorn '* nephrosis due to sulphonamides, though 
rarer than obstruction by crystalline deposits, is more 
dangerous, since it is less amenable to treatment. In their 
series it occurred between the first and fifth days. There 
are no premonitory symptoms. It may or may not be 
accompanied by oliguria and/or albuminuria. The most 
important indication of all is elevation of the blood urea ; 
if this is present nephrosis should be suspected and sulphon- 
amide administration stopped at once; further treatment 
is palliative, and “heroic” measures should be avoided. 
Nevertheless all such descriptions of renal degeneration 
brought about by a direct action of sulphonamides upon 
the tubules should be regarded with reserve. 


THE SENILE OFFENDER 


Much is heard in these days about juvenile delinquency, 
but the problems of the aged delinquent tend to be for- 
gotten. A tardy interest is now being aroused in the 
medicine of old age, and Dr. W. Norwood East has just 
prepared the ground for a similar movement towards the 
study of crime in relation to senescence and senility.'° The 
problem, as he shows, is increasingly important, for the 
percentage of aged persons in the population is rapidly 
growing. During the ten-year period ending in 1938 nearly 
14,000 persons of 60.and over were found guilty of 
indictable offences. Dr. East's clinical experience suggests 
that, as age advances, personality seems to become a more 
important factor than environment in leading to crime. In 
young and middle-aged persons a first offence is only now 
and then an early indication of mental abnormality. In an 
elderly person it should at once arouse suspicion of senile 
degeneration. Many habitual criminals are not deterred 
by age from committing crime, and there is almost no 
upper age limit. 

The official statistics throw little light upon the mental 
background associating crime with senescence and senility. 
if, however, growing old is as natural a process as growing 
up and senescence is the counterpart of adolescefice, it 
becomes practically important to differentiate criminal 
behaviour which is associated with senescence from that 
which can be attributed to the mental diseases of senility. 
Criminal behaviour may be due to an unexpected jolt 
suffered by a tottering personality. Ageing is not always 
a uniformly progressive and unobtrusive reduction of 
physical and mental power. A physical illness, grief, 
or other severe emotional disturbance may quicken mental 
deterioration. An outstanding evidence of senescence is 
the failure to exercise the authority of former years. An 
employer who becomes for practical purposes the employee 
of his partner may be forced to take part in a fraud with- 
out fully understanding its implications and may be left 
to face the consequences alone. Nowadays the occupa- 
tions as well as the amusements of aged persons tend to 
become less social, less varied, more solitary, and more 
proprietary. Unless the problem of leisure is treated with 
much consideration the aged person may adopt an un- 
desirable pattern of life, and crime may result from a 
new habit of relieving tedium by alcohol or some other 
time-passing appeasement. Just as intellect and emotion 
deteriorate in senescence, so does the power to will, and 
hence the power to inhibit illegal behaviour. Senescence 
passes into senility when the impairment of mental and 
moral vigour becomes excessive, the mental activities being 
imperfectly synchronized, and when initiative, judgment, 


18 J. Amer. med. Ass., 1944, 126, 691. 
19 J. ment. Sci., 1944, 90, 835. 


f 
and perseverance fail and social maladjustment results, | quid se 


The practical difference between senescence and Senility jp | animals 
criminal cases is measured in terms of social adjustability injected 
and the capacity to deal with personal problems as they | relation 
arise. When an aged person is implicated in criminal Pro- yen to 
ceedings it is well to differentiate senile and arteriosclerotic Uninfec 
dementia from other psychoses. This need applies with | effect 

particular force to the differential diagnosis of the depres. 4 the reci 
sive and manic varieties of senility from Manic-depressiyg hand, is 
disease in the aged. Prognosis will largely depend on pre. external 
vious history. In early senile dementia crime is usually} The am 
trivial, but serious crimes are rather frequently associate of tissue 
with depressive, manic, and paranoid dementia. In depres. “toxic s 
sive cases attempts at suicide are common, and homicide. In me 
often altruistic in purpose, is not rare. Hallucinations ayy seen in t 
delusions often underlie crimes of violence. Sometims tion, wh 


‘acute or chronic alcoholism is superadded, especially inf than de 


cases of marital jealousy. The conduct and mental con that no 
dition of a senile offender should be compared with hi} muscle t 
own standards of former years as well as with the standandf in this c 
of so-called normal persons. syndrom 
Dr. East concludes that a knowledge of the mental bag. though 
ground of the aged offender may suggest the most suitabk medium 
way of dealing with him and of protecting society fromf ever th: 
his misconduct. The modification in his culpability shoul occurred 
be considered by the court before sentence. The weakness] cances t 
of the aged offender may, he suggests, claim our sympathy associate 


if not our respect. débriden 
penicillin 
MUSCLE NECROSIS AND INFECTION nay 


A reaction peculiar to a particular experimental animal ig ;. any | 
a frequent source of fallacy and misleading analogy: late§ o¢ case, 
when fully understood, the experimental findings my damage 
be usefully applied to conditions in man. An excell high, duc 
example of this sequence is given by recent investig-fand som 
tions of “shock” in the dog. This animal's tissw§ pp. expe 
characteristically contain clostridia as normal prophyla 
When muscle was excised, crushed, and se-implantl} ment of | 
under sterile conditions the animals died in what Prim 

metal and his colleagues? term “ toxic shock.” They coe 

trast this with the “extravasation shock” brought abou LI 
by local loss of fluid. The former was delayed in onst{ sir Leon; 
for many hours, and the local loss of fluid was sligt§ Foyndati, 
according to the authors’ figures for plasma volume. Alf tion.” a t 
necropsy the site of re-implantation was grossly conta} also epito 
nated with pathogenic streptococci, staphylococci, ail surveys t 
clostridia. These authors? found that if sulphamerait§ The auth 
was inserted locally or administered within six "hours “tom thirty yea 
shock ” did not appear. Some benefit was obtained ef little bette 
after seventeen hours’ delay, but no protection was seenl only mea: 
treatment was delayed for twenty-four hours. A simi segregatio 
observation was made when removal of the crushed must§ with no h 
prevented the appearance of toxic shock. A finding ¢ sible for . 
some interest is that the concentration of sulphonami®§for mode 
was three times higher in traumatized tissue than in DOMME acsecsmen 
muscle. This is difficult to explain, for although the eM Rogers hj 


cellular phase of muscle, normally about 15%, Mi obtaining 
increase after injury to 75% (judged by chloride GSI fatty acids 
bution in experimental and human crushing injury), stil] 


anilamide, like urea, is distributed in the water of ba result of t 
compartments.‘ Sulphamerazine may perhaps the incide; 
itself differently. treating ne 

Necrosis, caused by occlusion of the blood supp "§British Er 
muscle in the dog at open operation, has given similar rem@§in 1923, | 
Aub and his colleagues® have shown that the plasm concerned, 


a Mansior 
2 Prinzmetal et al., War Med., 1944 of India a 
3 Freed et al., Surgery, 1944, 16, 914. 
4Sise, Proc. Soc. exp. Biol., N.Y., 1939, 40, 451. °Byw 
5 Aub et al., War Med., 1944, 5, 71. 1S. 


1 Wilson and Roome, Arch. Surg., ey 334. 
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quid seeping from such injured muscle in 9 out of 32 
animals caused a slowly developing and fatal shock when 
injected into other normal dogs. There was a close cor- 
relation between the clostridial counts of such fluids and 
their toxicity, which appeared to be chiefly due to exotoxin. 
Uninfected exudates were without significant physiological 
eiect. Complete protection was conferred by injecting 
the recipient with antitoxin. In the rabbit, on the other 
hand, ischaemic necrosis of muscle by pressure without 
external injury’ produces only “extravasation shock.” 
The amount of plasma loss is proportional to the volume 
of tissue damaged. There is no infection and no delayed 
“toxic shock.” 

In man the response to muscle damage resembles that 
seen in the rabbit more closely than that in the dog ; infec- 
tion, when it occurs, is implanted from without rather 
than developed locally. Aub and his colleagues showed 
that no clostridia could be cultured from sixteen human 
muscle biopsies. Clinically, cases of muscle necrosis seen 
in this country without an external wound, as in the crush 
syndrome, have not been complicated by local infection, 


‘I though such necrotic tissue would make an excellent 


medium for anaerobic bacteria. It seems probable, how- 
ever, that if contamination through an external wound 
occurred growth would be rapid: it is in these circum- 


stances that the findings of Prinzmetal and Aub and their 


Mf associates in the dog can be applied. Prophylaxis by 


débridement and by administration of sulphonamide or 
penicillin is essential. This applies also, as is generally 
recognized, to the more usual wounds involving muscle 
without prolonged pressure ischaemia, especially if there 
is any interference with blood supply. In this type 
of case, in which an external wound is associated with 
damage both to muscle and to vessels, the mortality is 
high, due occasionally to anuria, sometimes to infection, 


‘land sometimes to fat embolism from associated fractures. 


The experimental findings again emphasize the need for 
prophylactic treatment based on an early clinical assess- 
ment of the type and extent of damage sustained. 


LEPROSY IN THE BRITISH EMPIRE 


Sir Leonard Rogers has written a pamphlet entitled “ The 
Foundation of the British Empire Leprosy Relief Associa- 
tion,” a body which lately came of age,’ but the pamphlet 
also epitomizes the history of the treatment of leprosy and 
surveys the extent of the problem in the British Empire. 
The author describes it as the “simple fact” that until 
thirty years ago the outlook for sufferers from leprosy was 
little better than in the times of Naaman the Syrian. The 
only measure up to then in common use was compulsory 
segregation, or, in plain language, imprisonment for life 
with no hope of recovery. The man who is chiefly respon- 
sible for an achievement should not also be its historian, 


“s {or modesty will prevent him from giving an adequate 


assessment of-his own labours, but the work of Sir Leonard 
Rogers himself, briefly recounted in this publication, in 


Mf Oblaining the injection of the soluble sodium salts of the 


fatty acids of chaulmoogra and other oils intramuscularly, 
and still better intravenously, is well recognized. As a 
result of this and other advances the problem of lowering 
the incidence of leprosy resolved itself into discovering and 
eating new infections in as early a stage as possible. The 
British Empire Leprosy Relief Association was founded 
in 1923. It must have been a daunting experience for those 
concerned, including Sir Leonard Rogers himself, to find 
4 Mansion House appeal, supported by a former Viceroy 


of India and two Secretaries of State, which aimed at a 

6 Bywaters and Popyak, Surg. Gynec. Obstet., 1942, 75, 612. 

7 See British Medical Journal, May 12, 1945, p. 672. 


quarter of a million pounds, bring in only about one- 
sixtieth of the expected amount. But the officers of 
B.E.L.R.A. did not permit themselves to be discouraged, 
and gradually it acquired a workable income, and has 
managed not only to exist but to carry on enterprises sur- 
prising in their variety and range, of which a summary is 
given in this pamphlet. 

The extent of the leprosy problem in the British Empire, 
when stated in figures, looks formidable enough. It is 
estimated that there are 1,200,000 lepers in India, 750,000 
in the parts of Africa over which the British flag flies, and 
50,000 elsewhere in the Empire. Fortunately, the problem 
is much simplified now that it is known that only from 
200,000 to 400,000 of this total are nodular or lepromatous 
cases, requiring isolation. Sir Leonard Rogers discusses 
the essential points in the policy of B.E.L.R.A. for handling 
infective and non-infective cases, and the care of house- 
hold contacts and of children born to lepers. On the need 
for further research he points out that a reliable curative 
drug for every type and stage of leprosy is still lacking, 
despite the intensive work of the last thirty years, and that 
care should be taken in speaking of the “cure” of such a 
disease at all, because even in the more amenable early 
stages relapses may occur. For this reason B.E.L.R.A. 
has put laboratory research and epidemiological studies 
and surveys in the forefront of its programme. Here the 
remarkable discoveries in the field of chemotherapy in re- 
cent years whereby a number of widespread and dangerous 
diseases have been combated hold out hopes of similar 
success against leprosy. In its twenty-one years B.E.L.R.A. 
has demonstrated that if given enough money it can greatly 
reduce, and perhaps at length eradicate, the most dreaded 
of all diseases. 


BIRMINGHAM UNITED HOSPITAL 


Birmingham United Hospital, which includes the General 
Hospital and the new Queen Elizabeth Hospital at Edg- 
baston, now has a ten-years history. Its lafest annual 
report puts on record the work of a busy year. The 
General Hospital has been unable to bring all its beds into 
use, but its emergency in-patient work and its vast out- 
patient and casualty service have been fully maintained. 
The Queen Elizabeth Hospital has had 12,366 in-patients, 
of whom more than one-fourth, admitted from D-Day 
(June 6 of last year) until the end of 1944, were wounded 
men from the fighting Services. The ordinary peacetime 
capacity of the Queen Elizabeth Hospital is 576 beds, but 
the average daily bed occupation throughout the year was 
648. The new hospital is now firmly established in its 
service not only to the city but to wide areas of the Mid- 
lands. A note is made in the report of the fact that one 
recommendation of the Goodenough Committee has been 
anticipated in Birmingham. The Vice-Chancellor of the 
University and the Dean of the Medical Faculty are 
members of the board of management: of the United 
Hospital, and more formal arrangements for cross- 
representation have now been agreed in connexion with 
appointments to the staff both of the medical faculty 
and of the hospital. Another development, if present pro- 
posals go forward, is that the cancer service for the Mid- 
land area will largely centre around the United Hospital. 


The Dissolution Honours announced on June 7 include 
a Viscounty for Lord Addison, M.D., F.R.C.S., Leader of 
the Labour Party in the House of Lords since 1940; and a 
Barony for the Right Hon. Sir Douglas Hacking, Bt., M.P., 
who has been a Crown nominee on the General Medical 
Council since 1932. Both awards are for political and 
public services. 
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BRIDGING THE GAP 
REALISM AND HUMANISM IN MEDICAL TRAINING 
BY 


Ff. ROBERTS, M.D. 


The most astonishing feature of the discussi‘on raging on the 
medical curriculum is that the faults now so eloquently admitted 
are no new discoveries but have been well known for a con- 
siderable time. In 1932, to go back no further, the Lancet 
published a series of articles in which almost everything was 
said that is being said to-day. Deans of medical schools and 
others have uttered brave words which have been completely 
ineffective. Many of the medical members of the Goodenough 
Committee and of the witnesses whom they heard are those 
who, although occupying, or having occupied, influential posi- 
tions, have failed to put their house in order. Two important 
groups of the profession the committee ignored : general practi- 
tioners, who are no mean judges of their training ; and junior 
teachers, who are still young enough neither to have settled 
into an academic groove nor to have forgotten the difficulties 
which they experienced in their student days. 

The Goodenough report must be judged not by the acclama- 
tion with which it has been greeted, particularly in the lay press, 
but by the answers which it gives to the following questions. 
Does it show a sufficiently fundamental insight intg the prob- 
lem? Does it take into account the inertia which is inherent 
in medical education? Has it succeeded in ascribing that 
inertia to human limitations, to the nature of medicine, to 
under-estimation of the difficulties of the problem, or to any 
other cause? Finally, do its proposals differ substantially from 
those which have been so frequently suggested, and have they 
any better prospect of attainment ? 

The chief problem is how to bring about a closer relation- 
ship, or, as the Goodenough Committee puts it, how to bridge 
the gap between the pre-clinical and clinical stages. Accepting 
this metaphor, we have to face the following facts. First, 
bridges already exist where the gap is narrowest. These are 
simple departures from the normal which can be adjusted 
physiologicaJly, such as the treatment of myxoedema with 
thyroid extract. They, however, are exceptional; in general 
the gap is and must for long remain unbridgable, though of 
course it is slowly being narrowed. Secondly, wherever a 
reliable bridge is built there is no delay in using it. The 
vitamins furnish the best example. Thirdly, bridges have long 
existed without their being recognized until formally opened 
and strengthened for heavy traffic by the scientists: the East 
Indie Company gave their sailors fresh fruit 300 years before 
vitamins were discovered. Fourthly, it is fatally easy to build 
bridges strong enough to the outward eye but incapable of 
bearing the strain of practical use. Facts incontrovertible in 
the laboratory are applied to clinical medicine in a manner 
quite unwarranted. The best examples are the indiscriminate 
use of the hormones and the ready acceptance of the biased 
blurbs of research propagated by commercial travellers. 

Fifthly, bridges are imagined where they do not exist. The 
problem is over-simplified by. the popular tendency to present 
medicine merely as the study of disordered function. Disease, 
it is said, is dis-ease. But medicine is concerned with the infinite 
variety in relationship between three factors: the causative 
agency such as infection, malignancy, or degeneration; the 
reaction of the body to that agency; and the efforts of the 
body to continue its functions under adverse conditions. A 
picture of life being carried on in a bombed town is but part 
of the whole scene of desolation, and neither explains the cause 
of the catastrophe nor suggests the remedy. In some conditions, 
such as carcinoma of the oesophagus, the disorder of function 
is very simple. In others, such as appendicitis, it does not exist, 
because we do not know the function of the organ concerned. 
In others it is too obscure to be tracked down to any particular 
organ. Every radiologist knows how often cases are referred 
to him with a provisional diagnosis—*“ ? stomach, colon, appen- 


_ dix, or gall-bladder.”. We may note also the wide difference 


in disorder of function shown by such closely allied conditions 
as intrinsic and extrinsic carcinoma of the larynx. Nor must 
we forget that preoccupation with disorder of function is the 


commonest cause of failure to discover the true nature of the it 
disease. The best answer, however, to those who believe thay | true of | 
disease is mainly disorder of function is provided by the exig. | ure. T! 
ence of what we call functional disease—one of the best joke; | subjects 
that Nature plays on Man or Man plays on himself. with the 
In demanding that medicine must be taught “as a smooth Researcl 
and logical development” of the pre-clinical subjects the based O1 
Goodenough Committee has formed a‘ conception of Medicine tension 
which bears little resemblance to reality. It presents Hygeia gj remains 
a pin-up girl flamboyantly overdressed in scientific finery, ang experien 
it remains-to be seen whether she proves more inspiring ing §«On the 
this glamorous guise. If the medical schools transfer their fessor 0! 
worship to this new deity one of two things is bound to happen} Langley. 
The first is that the cleavage between physiology and medicigg§ that Scié 
may be healed, but only to be replaced by a more disastroy§ knowled; 
cleavage between an artificial form of medicine and Medicine himself 
as it really exists. The second and more probable result yj scientific 
be that the attempt will prove abortive, because the true natu How | 


of medicine will assert itself. Some of 
others ir 
The Mixture as Before greater p 


The Goodenough report hashes up the old catchwords: jex§ Whole of 
factual knowledge, ruthless pruning, better co-operation betwee the func 
pre-clinical and clinical teachers, and more attention to prip reproduc 
ciples. Factual knowledge must of course be curtailed, hyg D¥¢ littl 
let us not fall into the error of minimizing its importane selves ha 
There is nothing inherently wrong with factual knowledge pp. that the 
vided that the items are related to one another. Every subje third-, 01 
is in substance a mass of facts, and the student who, having af current & 


well-ordered mind, can memorize them must progress fast: “ Sup 
than the student not so endowed. As for “ ruthless pruning’ _ rinth. 
no metaphor could be more inept, as will be obvious to anyon so that 
who considers the original horticultural connotation of thy Ss 
lecr 


term. If the sequence of thought is not to be utterly destroy er 
the necessary curtailment of the curriculum must be carrie 
out not with ruthlessness but with the utmost circumspectinff the nec 
With the need for co-operation between pre-clinical and clini shoulder 
teachers I have previously dealt. Here I need only repeat tt front an 
the sole obstacle is the will to achieve it. Pre-clinical teaches Thi 
have always had free access to the wards and to clinid 4 - Bs 
material; they have failed to make use of these facilities 1. — 
because their own inclinations and interests lie in a differen ee + 
direction. 
As for principles, we may well ask what these are and wher B oc. byt 
they are to be found. The term “ principle is simple enoug ‘only 
when applied to human conduct. In the physical world te] o¢ gemor 
facts of observation and experiment lead to the formulation@d§ jown th 
principles (more accurately termed laws) from which furth§y goubt 
facts can be predicted. The law of Avogadro, the pene phi, fascj 
law, the phase rule, and Le Chatelier’s principle form the B®] ging jt Jes 
of physical chemistry. But in the textbooks of physiology pm experimen 
ciples or laws are few and far between. There are, t0 ME should be 
only a few instances, no laws concerning the functions of Ba. possibk 
spleen, cerebral localization, fat absorption, pituitary function 
Physiology is concerned not with principles but with fat 


which have been obtained by experiment and observali@® pir ove 
and from which functions are deduced. Only in exception of undem 
instances has knowledge of these functions been integrated im indirectly. 
principles. And this applies with even greater force to t0PB from expe 
graphical anatomy, which by its very nature is totally devol B : 
of principles. How wide of the mark, then, is the Goodenoug fae se 
report when it says that “in the pre-clinical period stucem trainic, e 
. are concerned primarily with the principles of the nom ae Al 
structure and functions of the human body.” related si 
guish the 
Experience to arrang 
We therefore see how superficial are the remedies propo! ae 
for bridging the gap. Our planners having failed us, 8B game of 
turn to the educationists, starting from their main principle H 
principle known to Aristotle and thus enunciated by Sir ow do 
Livingstone : “ That almost any subject is studied with may" example 
more interest and intelligence by those who know someli 8 of tl 
of its subject-matter than by those who do not ; and, converse cee 


that it is not profitable to study theory without some 
experience of the facts to which it relates.” 

How far is this principle applied in medical training? 
the whole of physics and nearly the whole of chemistry 
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+ Of the ition can be proved by class experiment. The same is 
true of biology and anatomy in so far as these concern struc- 

sel This, however, is not to say that the presentation of these 
om - ts is ideal. There must be something seriously wrong 
with the teaching of physics to make it possible for the Medical 
Research Council to publish a lengthy report (No. 161, 1931) 
Smooth based on the fantastic notion that a liquid expands when the 
 E wnsion to which it is subjected is removed. But the fact 
Nedicine remains that these subjects are taught vividly by direct 

rience. 

rich bs the death, in 1907, of Sir Michael Foster, the first pro- 
er their fescor of physiology at Cambricee, his successor, Prof. J. N. 
happen} Langley, wrote: ~ The primary idea of Foster's teaching was 
‘cof that scientific instruction should be based upon first-hand 
knowledge, and that a student must see and do things for 
himself in order to gain a real and lasting hold on any 


e natue’ How has the teaching of physiology lived up to this ideal ? 
Some of the facts can be demonstrated on the human body, 
others in the test-tube and on lower animals, but by far the 
greater part of the subject is learnt indirectly from books. The 
whole of metabolism, absorption of food, blood formation, and 
the functions of the brain, semi-circular canals, cochlea, and 
reproductive organs are learnt in this way. Even the teachers 
have little, if any, first-hand knowledge of them, for they them- 
selves have only learnt them from the books, with the result 
that the information when it reaches the student is second-, 
third-, or mth-hand. Let us take a typical example from a 
current textbook. 

“Suppose that a decerebrate cat be also deprived of its laby- 
rinth. If the head be rotated about the long axis of the trunk 
so that the chin moves towards the left shoulder it will be found 
that the left fore limb extends and that the right fore limb suffers 
decreased extension. Experiment shows that it is the turning of 
the ‘atlas’ vertebra on the ‘ axis’ which brings about this modi- 
fication of postural tone. . . . Suppose in another experiment that 
the neck be bent so that the right ear approaches the right 
shoulder. It will be found that- the extensor tonus in both left 
front and left hind limbs is diminished. . . .”’ - 


This passage is by no means exceptional. There are pages 
‘Hand pages of the same kind of thing. It is all remote from 
experience, and the student has to make a mental image of it 
as best he can for examination purposes. It is true, of course, 
that many of these experiments cannot be demonstrated to a 
class, but what a splendid field this is for the cinematograph ! 
Not only the cinematograph but even simple direct methods 
of demonstration are woefully neglected. Few students are 
shown the movements of the human stomach radiologically. 
I doubt whether many pre-clinical teachers have seen them. 
This fascinating subject is too commonplace for them ; they 
™Ffind it less trouble to teach it from the book descriptions of 
ey PE experiments on the cat. The first principle of every teacher 
should be to present every part of his subject as realistically 
as possible. 


The Value of Unexperienced Facts 
‘But even if this were done there would remain a hard core 
of undemonstrable facts which would still have to be learnt 
indirectly. What is the intellectual value of subjects remote 
from experience ? Let us turn again to Livingstone : 


“A schoolboy, who may know nothing of the realities which 
history or literature or politics or economics deal, can get this 
training from their study; their facts and theories are to him 
counters with which he learns to use his brain in these and 
related subjects; to argue a case and weigh evidence, to distin- 
guish the relevant from the irrelevant, to seize the point at issue, 
to arrange his thoughts and marshal facts to support a theory, to 
discover when a statement is proved and when it is not, to reason 
logically and express himself clearly—in fact to play the great 
game of the intellect.” 


How do the pre-clinical subjects stand up to this test? As 
an example we may consider what the student learns about the 
tause of the bile-flow? In one book he reads, among other 
patings, that “the contraction of the gall-biadder is brought 
bout by the entrance of fatty foods into the duodenum. The 
ontraction may be brought about by the hormone cholecysto- 
inin, which passes via the blood stream from the duodenum to 
gall-bladder.” 


There the fact stands in all its hideous nakedness and gloomy 
isolation, without any other reference to cholecystokinin, a fact 
to be learnt and memorized. And there are hundreds of facts 
stated just as baldly. In another book the subject of pancreatic 
and biliary secretion is described with a wealth of detail. 
Among the causes of bile secretion, we are told, is the injection 
of secretin. After describing the other causes the author sums 
up by saying “that the expulsion of bile promotes pancreatic 
secretion by aiding the transference of secretin into the blood, 
and it augments the flow of the bile itself.” If the student were 
not exhausted by the morass of facts through which he had 
floundered he might have sufficient freshness to reflect that here 
is a double vicious circle. For if the excretion of bile from 
the liver stimulates the formation of secretin, and if the form- 
ation of secretin in turn stimulates the excretion of more bile, 
why does the excretion of bile once begun ever stop? Simi- 
larly, if the excretion of bile stimulates the excretion of more 
bile why does the process ever stop? The student is bludgeoned 
into passive acceptance of orthodox teaching. Where is any 
scope to argue a case—to weigh evidence and to reason logic- 
ally? The truth is that the pre-clinical subjects are very far 
from: providing that training in “ scientific thought and criti- 
cism ” which, according to the Goodenough report, should be 
carried into clinical medicine. 

As facts have accumulated with the years, their presentation 
has degenerated. Lang'ey wrote of Foster's Texthook of 
Physiology (1876 edition): “The distinguished characters of 
the work are its good literary style, and its suggestive and 
impartial manner of discussing physiological questions. . . . A 
host of medical practitioners, who could not bring themselves 
to study arid physiological facts [italics mine] read it with 
equal pleasure and profit.” ©“f how many modern textbooks 
could this be said? It is significant that Foster spent two years 
in general practice. Perhaps the experience so gained at least 
contributed to his warm human outlook. The true remedy lies 
not in the ruthless pruning of facts but in a fundamental reform 
in their presentation. 


- The Introduction to Clinical Medicine 


The Goodenough Committee stresses the bewilderment which 
students feel on entering the wards, but it has entirely missed 
the important point that this bewilderment is felt in the measure 
that they have been led to expect “an easy transition ” between 
the pre-clinical subjects and medicine. In the pre-clinical lec- 
tures they have been led to believe that a cerebral tumour must 
present a pretty physiological exercise in location, but they are 
soon disillusioned, for they find people talking in quite a dif- 
ferent language, about headache, vomiting, and optic neuritis, 
and they may find reliance being placed on radiological rather 
than on physiological evidence. It comes as a rude shock to 
them to learn that the cases which present the classical pictures 
so dear to those with little experience are the few which have 


_been carefully selected in the textbooks for the teaching of 


physiology, not for the teaching of medicine. Similar instances 
could be given from other branches of medicine. The student 
soon learns to discard his previous theoretical instruction, and 
who can blame him? In preferring the real to the unreal, the 
direct to the indirect, is he not obeying a sound human 
instinct? 

Since structure is taught more directly and more vividly than 
function, the student enters the wards with a bias towards a 
structural and against a functional interpretation of phenomena, 
a bias which he retains throughout life. -. He fails to appreciate 
what is almost the first principle of medicine—namely, that 
wherever anatomical and physiclogical criteria are in conflict 
the physiological criterion should nearly always be accepted. 
On the advent of the radiological investigation of the digestive 
system failure to observe this principle sent the profession 
hurtling down an abyss of error from which it is only now 
painfully emerging. The number of patients who are told 
that they have “dropped stomachs” and who are provided 
with quite useless belts shows how much we have to learn 
about the wide variation in the size, shape, and position of 
organs which is compatible with normal function. 

Yet even the teaching of structure fails. The student spends 
an immense amount of time in dissection, but his fingers are 
completely insensitive to the feel of the abdomen, muscles, joints, 
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axillae, and groins. Nor is this failure rectified in the wards, 
for there he approaches the patient with a bias towards the 
abnormal. Thanks to their training, there are many doctors 
who have a less intimate knowledge of the body than medical 
auxiliaries. Masseuses often know better what they are feeling, 
and radiographers often know better from the clinical appear- 
ance of an injured arm whether the elbow, forearm, or wrist 
should be radiographed. The clinical acumen which these 
auxiliaries acquire is not surprising ; it only shows how exuber- 
ant is the growth of curiosity when fertilized by opportunity 
and sheltered from the icy blast of pedagogy. I fear to pursue 
this line of thought lest it lead me to the conclusion that the 
whole of the student's curriculum can be debunked. 


Intellectualism 


We therefore see how fundamentally ill adapted, both cul- 
turally and vocationally, the pre-clinical course is for the train- 
ing of doctors. The root-causes are three. First, promotion 
in the academic field is the reward of capacity for research 
rather than for the ability to teach ordinary minds. Research 
workers have so often said that students derive great benefit 
from contact with them that the plain man has not dared to 
question it. But while admitting that students should be taught 
by original minds we may very humbly question the doctrine 
that a man is a better teacher of things with which his students 
will come into daily contact because ine is engaged in a research 
problem quite unrelated to their future work. Secondly, 
teachers are not taught how to teach. The Goodenough 
Committee recognizes this fact, but its remedy is singularly 
inept. The committee suggests the inspection of medical 
schools, but in a form foredoomed to failure so far as the 
quality of teaching is concerned, because the inspection is not 
to be carried out by a completely independent body. Thirdly, 
the evils of our methods of teaching and examination are such 
as automatically perpetuate themselves. The system to which 
students are subjected is the very system which produces the 
type of teacher by whom those students are taught. For by 
this system it is primarily the faculty for memorizing unex- 
perienced facts which opens the doors to an academic career. 
Those who possess this faculty cannot put themselves in the 
place of those who are not so gifted, hence the neglect of 
the cinematograph and other simple means of demonstration. 
This too the Goodenough Committee has failed to understand. 
While it starts from the principle that the basic training should 
be the same for general practitioners and consultants, it 
abandons this excellent principle at the first opportunity, giving 
its warmest benediction to the establishment of an under- 
graduate school for “carefully selected students” who are to 
become “teachers, investigators, and consultants rather than 
general practitioners.” Could any scheme be better devised 
for widening the gulf between the intellectuals and the rest of 
humanity ? 

The committee pays lip-service to the cause of humanism, 
but in reality comes down heavily on the side of intellectu- 
alism. It heartily endorses the self-satisfied words of one of 
its witnesses: “In the last limit [whatever that may mean] it 
is essential to place trust in those engaged in teaching and 
research.” The tendency on the part of those whose interests 
lie mainly in research to enlarge and complicate their subjects 
regardless of their importance to students is apparently uncon- 
trollable from within, and must therefore be controlled from 
without. It is precisely bectuse no such control has been 
exercised that medical training has come to such a sorry pass. 
To the teacher-researcher the report promises an earthly para- 
dise, but what does it do about the really simple things which 
affect the ordinary man? Are its proposals calculated to cor- 
rect those faults which are so obvious to all who have eyes to 
see: the failure to arouse curiosity ; the failure to teach obser- 
vation and the memorizing of observations ; the failure to teach 
students to marshal facts, to reason, and to use their common 
sense ? The fundamental cause of the failure of the curriculum 
is the stranglehold by intellectualism on a subject which is 
essentially human and practical, a stranglehold which the 
Goodenough report is designed not to relieve but to intensify. 


“|. the art and practic part of life 
Must be the mistress to this theoric.” 
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URINARY COMPLICATIONS OF PREGNANCy during | 


A joint meeting of the Sections of Urology and of Obstetric, nodules 
and Gynaecology of the Royal Society of Medicine was hekf bladder 
on May 24 for a discussion on urinary complications of p 
nancy. Mr. F. McG. LoUGHNANE, president of the Section gf pyelonep 
Urology, was in the chair. 

Mr. Joet first described the changes which occured 
in the urinary tract during pregnancy. As early as the this develop 
month there were changes in the upper urinary tract, pregnanc 
anatomical changes most often seen were dilatation of gf Palliative 
calices, the pelvis, and the ureter as far down as the pelvic brig urinary | 


The abdominal ureter was often elongated and might beconf Mr. C 
tortuous, kinked, and laterally displaced. Kinking usygp tidney, 2 
affected the upper third of the ureter and might be so markel investigat 
as to obstruct ureteric catheters. Even before the uterus gy disease, ¢ 


large enough to exert pressure certain physiological changa§ pyelitis ¢ 
occurred—namely, atony, relaxation, and stasis. These wen tions, wh 
generally regarded as due to the action of hormones elaborapé to invalic 
by the placenta. If the urine of pregnant women were injected obtain be 


into virgin rabbits changes were produced in the urinary trg the urolo 
of the rabbits like those observed in the pregnant animal, # logical ex 
had also been shown that the amount of prolan B dnd oestrus venous Pp! 
excreted in the urine increased during pregnancy. 

The stasis and atony which occurred were the perfect p . 
requisites for infection, and it was remarkable that this did ng Miss G 
happen more often. Stasis was found in 73% of primipang2ate-natal 
and 45% of multiparae. When excessive it might cause Perio 
porary renal impairment, but normally the total renal fuggp Y's: 4% 
tion was unaffected and there were no changes in the blogg °™monl; 
chemistry. After normal pregnancy retrogressive changygi@ the ma 
occurred in 60% of women within two weeks of delivery, referred t 
intravenous pyelograms were usually normal by the tenth gm! shive 
of the puerperium. Ureteral. atony might persist for a fa less often 
night or longer. 

ter discussing some bladder complications Mr. Gabe spok ee hich 
at length on urinary calculus, which was not, he said, stridy an 4 
speaking, a complication of pregnancy, but rather a comple x7 _ 
tion which occurred during pregnancy. If a woman was know serminated 
to harbour a calculus she should be advised to have it removdl at the 29t 
before embarking on any future pregnancy. Calculus int the 23rd , 
urinary tract was commonest at the ages between 30 and showed a | 
whereas the majority of pregnancies were before 30. Dung nephritis : 


pregnancy calculi in the kidney and ureter were found in abot 
equal proportions and very rarely in the bladder. The sym 
toms in the early months were the typical ones of pain 
haematuria, but after the fourth month a calculus was mm 
likely to give rise to infection than to pain, and the kid 
might be found enlarged from pyonephrosis. During the pend 
of general atony calculi seldom passed spontaneously. Calica 
calculi were less harmful as a rule than those in the pelvis 

Generally the policy of waiting until after the termination@ 
pregnancy was justified if there were no symptoms, if ® 
function was good, if infection was minimal, and if the si 
because of its position, was unlikely to give rise to troubk 
otherwise the procedure to be adopted depended upon the 
of pregnancy and the site of the stone. Serious complicatie 
such as pyelonephritis, perinephric abscess, oliguria, anuria,@ 
uraemia, required urgent treatment. An operation in th® 
four months was much easier to carry out than later on, 
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me pregnar 
ticularly upon the ureter, and there was a longer period Mii. early p 
the wound to heal soundly. For ureteral calculi cyst0S™iifound to ha 
methods of removal should, of course, be tried in all SUBRR Out of 4 
cases, and if the calculus could not be removed by this miliipyeljti, wei 


obstruction might be overcome by pushing it up into 3 Mipety. Sig 
dilated part. Advanced pregnancy was no absolute calling of pregi 
indication to operation if the patient’s condition requittd ily toxaemia 
but, generally speaking, a conservative attitude should ™horma) clin: 


adopted. Fecent cons 
Tuberculosis of the Urinary Tract a 
Tuberculosis of the urinary tract complicating preg 
was infrequent and usually presented itself as a sterile PY Prof. Cy, 
Although pregnancy was occasionally tolerated surpmS*™io the bladd, 
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most cases were made worse by it. The symptoms were 
xacerbated, the renal function deteriorated, and pyelographic 
——.. cas showed increasing destruction. The spread of tuberculosis 
— uring pregnancy might be due to lowered resistance and to 
‘CY “eased demand for calcium, resulting in decalcification of 
)bstetrig,§ nodules and liberation of tubercle bacilli. Usually severe 
vas he bladder symptoms were present ; frequency was marked both 
of preg day and night. When tuberculosis developed gn the top of 
ction of pyelonephritis the change in the symptoms was marked and 
. B abrupt, and the organisms responsible for the pyelonephritis 
occurs might disappear from the urine. Extensive lesions might 
the thivl develop in the course of a month. Early interruption of the 
ct. gnancy followed by nephrectomy gave the best results. 
1 of tu Palliative treatment was indicated in cases affected by chronic 
vic bring urinary tuberculosis without untoward symptoms. : 
becom Mr. Gabe then briefly discussed neoplasms and solitary 
usual kidney, and in conclusion strongly advocated a full urological 
. marked investigation in all cases with a previous history of urinary 
erus wl disease, and for all patients slow to recover from an attack of 
changsf pyelitis or who readily relapsed. If some of these complica- 
ese wen tions, which were known to lead to chronic ill-health and even 
aborat to invalidism, were to be prevented, closer co-operation must 
- inject obtain between the general practitioner, the obstetrician, and 
ary tra the urologist. As routine measures microscopical and bacterio- 
imal, 1g logical examination of the urine and an increasing use of intra- 
d cesta venous pyelography were minimal requirements. 
Pyelitis in Pregnancy 
; did Miss GLapys Dopps gave some observations on 287 cases. of 
imine Bante-natal pyelitis admitted to University College Hospital during 
use the period 1927-44. The average age of the patients was 25.4 
ral ai years, and 185 were primiparae. The infection occurred most 
he bles commonly before the twenty-fifth week of pregnancy. The onset 
chan i the majority of cases was sudden, with acute stabbing Pain 
ery referred to one or other side of the abdomen, often associated 
enth ie with shivering, occasionally with frequency of micturition, and 
yo less often with vomiting. The acute stage lasted on the average 


6 days, and thereafter the patient’s general condition improved. 
In a small number of cases—just over 10% in this series—the 
disease ran a more unfavourable course, the temperature remain- 
be spol ing high, the general condition not improving, and anaemia 
strict possibly developing as a result of the prolonged sepsis. 
Of these 287 cases 2 patients died after the pregnancy had 
terminated—one a day after spontaneous premature labour 
remowist the 29th week, and the other 9 days after hysterotomy at 
he 23rd week. On post-mortem examination one of them 
showed a mild degree of pyelonephritis and the other a pyelo- 
nephritis with acute inflammation of the kidney, pelvis, and 
ureters. 

The early patients, 186 in number, were treated with large 
doses of alkalis, occasionally with acids and hexamine, and 
only 4 so treated had sterile urine during the pregnancy. The 
second group of 37 patients were treated by ketogenic diet or 
by. mandelic acid, and 5 of these had sterile urine after treat- 
ment. The third group of 64 patients were treated with sulph- 
gonamides, and in 36 of these the urine became sterile during 
@reenancy, the majority of them within one week of starting 
~ preatment. Of these 64 patients, 7 were not readmitted to 
sf ospital for subsequent delivery, and were therefore lost to 
observation, Of the remaining 57, 1 died, 3 had induced labour 
hecause they did not respond to treatment, 1 aborted, and 
- went into premature labour spontaneously during the first 
acute attack of pyelitis. Of the other 50 only 4 had recur- 
, prt acute attacks of pyelitis (a recurrence rate of 8%) during 
oo me pregnancy. Five had an acute recurrence of infection in 
ee the early puerperium, and 3° of these, on investigation, were 
/stosom@tound to have hydro-ureter and hydronephrosis. 

| su Out of the total number, 236 of the patients with ante-natal 
US Mp clitis were subsequently delivered in hospital of a viable 
oe foetus. Signs of toxaemia developed in 73 cases before the 
. ary md of pregnancy, and 2 patients had eclampsia. The incidence 
a # toxaemia was thus 30.9%, which was lower than that of the 
howd “Formal clinic population. The incidence of toxaemia in 1,864 
deliveries at University College Hospital 


pregnast Injury to Bladder during Childbirth 
le Py Prof: CHassar Moir discussed the problems set by injuries 
j d the bladder resulting from parturition, and spoke in particular 


ylicatio 
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of two classes of cases—namely, patients with stress inconti- 
nence of urine and patients with leakage of urine from a vesico- 
vaginal fistula. Stress incontinence, or incontinence on effort 
as it was sometimes called, was one of the commonest of 
gynaecological symptoms. It was the result of the stretching 
of the vaginal walls and supports which took place during 
childbirth. The usual treatment of cystocele by vaginal oper- 
ation gave a very satisfactory result in the majority of cases, 
but it had to be admitted that stress incontinence was not 
invariably or necessarily permanently cured by such an oper- 
ation, and a small number of women—perhaps 5%—reported 
back at varying dates with a return of stress incontinence, 
though the uterine prolapse or cystocele appeared to be com- 
pletely cured. A possible explanation was that the shape of 
the lower part of the pelvis; formed by the symphysis and the 
lower pubic rami, varied considerably in different women. In 
some it might be impossible to brace the urethra and bladder 
neck well forward against the symphysis, and in such cases the 
functional result must remain unsatisfactory. 

Prof. Moir discussed various methods which might be fol- 
lowed after failure with the simple plastic operation, and 
specially commended the Goebel-Stoeckell operation, with its 
recent modification (1944) by Aldridge, of New York. 


A ribbon of fascia from the muscles of the anterior abdominal 
wall is dissected up on both sides; the upper ends are free, but the 
lower ends are left attached to the pyramidalis muscles. A dis- 
section is made through the vagina on both sides of the upper urethra 
and a passage made to meet the abdominal dissection above. The 
two fascial ribbons are now brought down and united below 
the urethra to form a supporting sling for that organ. Finally, the 
vaginal dissection is closed as for a simple colporrhaphy. 


He had at first thought this to be an unnecessarily extensive 
and elaborate procedure, but he had since performed it him- 
self in two resistant cases, with complete cure in one and a 
very satisfactory result in the other. The second patient he 
showed to the combined Sections. 


Vesico-vaginal Fistulae 

Prof. Moir then dealt with the subject of vesico-vaginal 
fistulae, once the most dreaded of childbed injuries. There 
were two forms of this injury after childbirth—one of them 
caused by operative trauma and the other by prolonged pres- 
sure of the foetal head. In the latter type there was necrosis 
of the bladder wall, but urine might not escape until after 8 or 
10 days, when sloughing took place. He believed the vast 
majority of fistulae were curable by vaginal operation. He 
had read with disappointment certain recent publications in 
which the writers took such a gloomy view of the treatment of 
fistula that they advotated almost as a routine measure the 
immediate transplantation of the ureters. No doubt good 
results could be obtained from this operation, but the cost 
was high. 

The essentials for success in the vaginal operation—which he 
firmly believed was applicable to almost every case of vesico- 
vaginal fistula—were : (1) good exposure ; (2) excision of scar 
tissue ; (3) the use of inert and non-irritating suture material 
(not catgut, unless the infolding of a deep layer was obviously 
required) ; (4) drainage of bladder by a catheter connected to 
a Bunsen-bottle apparatus to ensure constant gentle suction : 
and (5) the keeping of the patient face down, or substantially 
face down, for the first 5 or 7 days after operation, the stitched 
area being then at a higher level than the rest of the bladder. 
Here Prof. Moir showed tables illustrating his own series of 
operations concerning 24 fistulae in 23 cases. In every case a 
closure was effected by the vaginal operation. All the fistula 
cases save three were cured by one operation. The three in 
which two operations had to be carried out were, respectively, 
a patient with seven previous operations, and another with 
eight previous operations, in each case with most extensive 
scarring of the vagina, and a patient who had suffered a mas- 
sive sloughing of the cervix, vagina, and bladder after radium 
therapy for carcinoma of the stump of the cervix. Finally he 


_ quoted Schmitz : 


“One of the greatest causes of failure in fistula operation must 
be attributed to a lack of understanding of the problem involved on 
the part of the person who first failed to close the opening. The 
percentage of bad results mounts rapidly after each attempt at 
closure. The time to close the fistula is at the first sitting.” 
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Correspondence 


Blood Transfusion 


Sir,—Dr. Rice Edwards (June 2, p. 780) justly points out 
that some of my statements on blood transfusion are open to 
criticism. Speaking as I was on the application of the lessons 
of war to civil practice I wished to avoid losing the outline of 
those lessons by digression into detail. I discussed transfusion 
in relation to the urgent resuscitation of the previously healthy 
man who has been wounded or injured. In this connexion the 
statement that “we know no limits in amount or rate of 
administration other than the needs of the patient” is correct ; 
but to the second statement, that “ fit men can take any amount 
of O (IV) blood,” it might have been wiser to add “ given by a 
skilled transfusion officer.” The rapid administration of six 
pints of blood to a man not rapidly bleeding at the same time 
is not transfusion according to the needs of the patient, nor 
would a skilled transfusion officer have fallen into the error. 

Walshe has told us that as facts accumulate the need for 
their synthesis and integration increases correspondingly. 
There is a danger that the mass of observations that have been 
published ‘in relation to shock may cloud that native hue of 
resolution which should be the spirit of the resuscitation ward. 
We must endeavour to keep in touch with the mass of valuable 
research work that is in progress on “ wound shock,” but we 
must leave philosophic doubt behind when we come to the 
side of the pale listless man on the stretcher who has just 
been brought in from the battlefield or the factory. It is in 
the treatment of such cases that the broadcasting of memoranda 
intended for scientific eyes alone has been unfortunate. Dozens 
of kidneys are damaged beyond recovery by anoxia for every 
one that is blocked by corpuscles or myohaemoglobin. 
Hundreds of men die from blood given too late, too slowly, or 
in insufficient quantities for every one who suffers a reaction. 

The resuscitation officer must find by observation and ques- 
tion if blood has been lost and approximately how much, and 
he must replace it rapidly and completely. He soon learns to 
assess his patient, to assess the blood in his bottles, to assess 
and treat reactions. During the Eighth Army’s campaign in the 
Middle East some 100,000 bottles of blood were distributed 
by Lieut.-Col. Buttle and administered in the field by his 
officers. I believe I am right in saying that no fatal or even 
serious reaction was recorded in this service. 

I am unrepentant in condemning the giving of blood during 
straightforward operations. Blood transfusion is not the way 
to combat shock that is not due to blood loss, and a smooth 
operation should lead to smooth convalescence without bio- 
chemical assistance.—I am, etc., 


London, N.W.8. W. H. OciLvie. 


Technique of Venepuncture 


Sir,—Dr. J. W. Shackle must forgive us if we point out that 
all that his letter (May 26, p. 749) demonstrates is that it is 
possible for an expert clinical pathologist to take a needle out 
of a distended vein before releasing the tourniquet and not pro- 
duce a haematoma. His technique is not the usual one, nor 
is it safe if the syringe is not sterile. His own statement that 
it is safe will not be admissible as evidence until he has followed 
up a large series of his venepunctures after an interval of six 
months, for the incidence of homologous serum jaundice is 
capricious and the incubation period is long enough for patients 
to be lost out of sight. What we were trying to determine in 
our paper (Journal, May 5, 1945. p. 625) was how the 
icterogenic virus could be passed from one patient to another 
via a communal syringe when the usual technique of vene- 
puncture for withcrawal of blood is followed. Now the usual 
technique is undoubtedly to release the constriction before the 
needle is withdrawn, and we demonstrated that as a result of 
this manceuvre there is a reflux of blood into the vein. We 
have just gone to the trouble of examining every book on our 
bookshelf in which the technique of venepuncture is described 
and we find they are unanimous in their recommendations: 

“If the tourniquet is not released before the needle is withdrawn, 
blood will pour out by the puncture wound and in a few seconds 


a haematoma will form.” (Beck, Laboratory Manual o aemat 
logic Technic, 1938, p. 24.) die 

“ Before withdrawing the needle, the constriction is releaseq» 
(Harrison, Chemical Methods in Clinical Medicine, 1937, p. 305.) 

“Remove the tourniquet before withdrawing the needle, otherwise 
extravasation will occur.” (Hutchison and Hunter, Clinical Methods 
1937, p. 587.) 

“ Release the tourniquet and then withdraw the needle.” (Kolmer 
and Boerner, Approved Laboratory Technic, 1938, p. 581.) 

“Release the tourniquet and then withdraw the needle, [f the 
tourniquet is not released before the needle is withdrawn, a haem. 
— a. be produced.” (Kracke, Diseases of the Blood, 194) 
p. 598. 

“It is essential to remember to release the tourniquet befor 
taking out the needle, as failure to do this is the commonest cay 
of an unsightly bruise or haematoma.” (Stewart and Dunlop, 
Clinical Chemistry in Practical Medicine, 1937, p. 18.) 

“When sufficient blood has been obtained, remove the tournique 
and then withdraw the needle, this order being necessary to ayojg 
a haematoma.” (Whitby and Britton, Disorders of the Blood, \94 
p. 511.) 

“The needle should not be withdrawn until the tourniquet hy 
been released to prevent the formation of a haematoma.” (Wintrobe, 
Clinical Haematology, 1942, p. 200.) 


The only variation is in the description of venepuncture for 
special purposes, such as determination of haematocrit per. 
centage or blood gases. In these cases we are advised to releag 
the tourniquet before even withdrawing the blood. Neverthe 
less, some’ blood must be allowed to enter the syringe to show 
that the needle is in the vein, and therefore some reflux mus 
occur when the tourniquet is released. 


“Est ist also unbedingt nétig, nach Einfiihrung der Kaniile d 
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Sir,— 


Stauung . . . wieder aufzuheben.”” (Naegeli, Blutkrankheiten ynj 
Blutdiagnostik, 1923, p. 7.) 

“If a tourniquet is used, it must be released as soon as the heedk 
enters the vein.”” (Stitt, Clough, and Clough, Practical Bacteriology 
Haematology and Animal Parasitology, 1938, p. 291.) 


In our paper we indicated that reflux might be avoided y 
inserting the needle upstream into the vein. Dr. Shackk 
suggests that it can also be avoided by removing the neede 
before releasing the tourniquet. We condemned subterfuges o 
this kind, because reflux due to negative dynamic pressure i 
not the only way in which infection may be transmitted whe 
an unsterile syringe is used for venepuncture. In_ particule 
it has to be remembered that the cross-sectional area of tk 
piston of a 10-c.cm. syringe is nearly 1,000 times greater tha 
that of the needle and that therefore an accidental displacement 
of the piston of no more than 1/20 mm. is sufficient to for 
liquid from the syringe back into the vein. A slip of th 
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piston of this amount, which is imperceptible even to a steady Oct. 10 t 


hand, may easily occur when the piston is released after wit 


This ¢ 


drawal. Also, it is not usual to dry the communal syring amount 


after rinsing between cases and therefore the interior contait 


sore, an 


a little fluid. Dr. Shackle is aware of one consequence of thi = oan 
in his insistence on a tight piston. Unless it is tight, the piso] .. ao 
may slip down the: barrel’ after the sterile needle has bet three mc 
fitted, and if it is pushed home again some of the moisture i 5, mont 


the syringe will be forced up to the tip of the needle. Ds 
Shackle may avoid this hazard with his tight piston, > 


suppose he stabs the patient, withdraws the piston, and ™§ London, 
blood comes. Even worse, suppose only a little blood com 

and he realizes he has transfixed the vein, One can't beli 

these things never happen to Dr. Shackle, even after 50% 
venepunctures. Now what happens? We are afraid he ¥ 

stop trying to withdraw his piston and it will be sucked b# Sir,—? 
and drive a little of the contents of the syringe on to thet food tole 
of the needle. In my ex, 


The final question is whether Dr. Shackle would take These ca 
syringe with which he had just aspirated a_ streptocom those see 
empyema and use it for venepuncture in this way. We ag *Utrition 
tainly shouldn't. We have now learned that blood fit trolled fi 


apparently healthy men and women may contain an icterogel 


virus and we must regard any syringe which has been m* 


indicated 


djunct it 


for venepuncture as possibly infected. To an increasing ex &!ven par 


nowadays venepunctures are being performed by ord 


Week, a nm 


technical assistants, and graduates with non-medical qualilt found dic 
tions, who are not expert pathologists and who have not Period. 
the discipline in asepsis which doctors and nurses si diet is ; 
acquire by working in surgical wards and in surgical thealt sega 
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the best advantage. We believe that these people must be 
taught methods with a maximum safety factor ; in other words, 
they must use completely sterile apparatus. : 

At this stage of the war it is admittedly hard to obtain and 
sore large quantities of sterile apparatus, but the difficulty can 
be overcome. The Record syringe is tricky to clean and it 
does not stand frequent sterilization by heat; it is not an 
instrument for routine use. All-glass syringes are“to be pre- 
ferred as they are easily sterilized, complete with needle, by 
dry heat or by autoclaving; they also stand boiling well. 
Where very large numbers of specimens have to be taken, the 
difficulty can be met by using e.ther a needle alone or blood- 
collecting tubes as figured by Stitt, Clough, and Clough (loc. 
cit., p. 881, Fig. 28). Dr. Shackle will remember these tubes 
were in routine use at Guy’s Hospital over fifteen years ago. 
in the future one hopes that the pathological services will 
supply sterile evacuated venules of the Behring type, which 
could be recovered and used again, as now happens with the 
M.R.C. transfusion kits. In any event, we believe that we 
must take the risks of venepuncture rather more seriously than 
Dr. Shackle if we are to make pathological investigations safe 
for the patient and protect ourselves from unjustifiable 
criticism.—We are, etc., 

K. A. G. MENDELSSOHN. 


Radcliffe Infirmary, Oxford. L. J. Wirts. 


Masking Syphilis with Penicillin 


Sir,—The following may be of interest. 


A soldier exposed himself to venereal infection in North- 
West Europe on Oct. 10, 1944. He developed a discharge on 
Oct. 14; gonococci were cemonstrated, and 20 grammes of 
sulphathiazole were given in four days; the discharge ceased, 
but returned after three days and gonococci were present again. 
On Oct. 23 100,000 units of penicillin were administered in 
five injections of 20,000 each at three-hourly intervals. The 
discharge cleared rapidly, but on Dec. 13, 1944, a small ulcer 
appeared on the glans penis with a mild balanitis. On Dec. 
13, 14, and 15 dark-ground examinations were negative and 
the Kahn reaction was negative on the first of these days; 
simple washes were applied and the sore healed in seven days. 
On Dec. 31 three small ulcers appeared on the margin of the 
prepuce and Sp. pallida were present; the Kahn reaction was 
negative: 2,400,000 units of penicillin were given over a period 
of 7$ days, and on Jan. 8, 1945, the sores were healed. The 
incubation period was therefore approximately 64 days, reckon- 
ing from Oct. 10 to Dec. 13, 1944, or 82 days reckoning from 
Oct. 10 to Dec. 31. 

This case illustrates well the effect of a comparatively small 
amount of penicillin in delaying the appearance of a syphilitic 
sore, and suggests that every case of gonorrhoea treated with 
penicillin should be kept under careful observation for syphilis ; 
we do not yet know for how long this should be, but probably 
three months as a minimum, and it may be that a period of 
six months, which is routine in the Army, is safer.—I am, etc., 


T. E. OsmMonp, 
Brigadier ; Consulting Venereologist 
London, S.W.1. to the Army. 


Diarrhoea in Chronic Malnutrition 


Sir—Non-infective diarrhoea associated with diminished 
food tolerance and generalized malnutrition is fairly common 
in my experience among the aged sick admitted to this hospital. 
These cases present features analogous if many respects to 
those seen in returned prisoners of war who suffer from mal- 
hutrition and dietetic diarrhoea. In combination with a con- 
trolled food intake (vitamin and mineral supplements where 


gam indicated) I have found crude liver extract to be a useful 


adjunct in the treatment of these cases. Four c.cm. daily is 


@ even parenterally into anaesthetized areas for a period of one 
m Week, and then on alternate days for a further week. I have 


found dietary restrictions unnecessary in most cases after this 
Period. Relapse is uncommon if tolerance to a well-balanced 
diet is achieved. However, in those cases where clinical 


@ ¢Vidence of a vitamin-B-complex deficiency is pronounced at the 


Outset weekly injections are continued for longer periods. 


My sole case of a returned prisoner of war who showed 
chronic malnutrition and a non-infective diarrhoea did well 
with this treatment. He was free of diarrhoea by the third 
day and on the seventh day was demanding, successfully, a 
normal diet. Hypoproteinaemia, anaemia, and pitting oedema 
of the extremities were present in this case.. In addition, there 
was activity in a right lower lobe bronchiectasis. 

In view of the topical importance of this subject I would 
suggest that controlled observations might be made on the 
value of this therapy (if such has not already been done), 
particularly at centres where a sufficient number of cases present 
themselves.—I am, etc., 


P. HaRvey, 


St. Stephen's Hospital, S.W.10. Senior Resident Physician. 


Carbachol and its Antidote 


Sir,—To Prof. J. H. Burn’s letter (June 2, p 781) I reply 
with diffidence. Any statement from so eminent a pharma- 
cologist must command respect. I venture to submit two 
criticisms. 

First, the undergraduates and carnivora of Oxford, who have 
all survived their carbachol experiences, are not patients handi- 
capped by disease and operation. Secondly, Prof. Burn admits 
that if atropine injection is delayed until “carbachol has 
brought the patient to the point of death” all is not well. 
But is not such a delay inevitable, since house-surgeons have 
numerous duties? To the true pharmacological latent period 
of the action of atropine must be added other valuable 
moments—the resident must be found, he must decide whether 
the collapse is serious or not, he must find a vein. 

Prof. Burn’s criticism of my use of “often” in relation to 
hypertension observed in patients who have received 100 mg. 
of carbachol is quite fair. It was a lapsus calami. In the trial 
of the “ moryl” case, in addition to the clinical records of the 
deceased, those of two patients who survived a dose of that 
magnitude were in evidence. These cases all showed gross 
hypertension, although atropine had not been given. I imagined 
that the nicotinic actions on ganglia and adrenals had been 
greater than the muscarinic effects. I was not certain that 
ventricular fibrillation could be excluded as a cause of death in 
the fatal case. Indeed I must dissent on a third point. I have 
more than. once seen adrenaline produce ventricular fibrillation 
in cats untainted by chloroform. 

I am also under the impression that the work of Starr and 
his colleagues showed that the action of atropine against 
carbachol symptoms was slower and less certain than that 
against other choline esters. Tot homines, quot sententiae. 
Atropine should doubtless be given as antidote for collapse 
due to a therapeutic dose of carbachol. I am not satisfied that 
the pressor action which seems to have obtained in the cases 
mentioned above would have benefited by injection of atropine. 
In the case of collapse due to a small dose of carbachol | 
should prefer as antidote a parasympatholytic agent devoid of 
central effect on the cardio-inhibitory -centre. 

There is perhaps a need for a fresh inquiry, based on clinical 
data, into the safety of carbachol used as a pharmacological 
catheter.—I am, etc., 

London, W.1. HucH Dunvop. 


Treatment of Impetigo 


Sir,—A former teacher of mine used to say that if you were 
prepared to be sufficiently meticulous in the dressing of the 
lesions of impetigo it did not really much matter what medica- 
ment you used upon them ; they would eventually get well. The 
authors of the article on impetigo (May 19, p. 699) seem to have 
come to much the same conclusion. It is certainly to their 
credit that they appear to be willing to spend twice daily upon 
each of their patients about the same length of time as they 
must have spent in the writing of the article ; but in case some 
of your readers conclude that there has been no advance in the 
treatment of the disease in the last thirty years, I feel the fol- 
lowing remarks are justified. 

First, the authors have written Faust without Mephisto- 
pheles, for although they do not mention it, the prime “ villain 
of the piece ” in impetigo is not the poor sulphonamides but a 
coagulase-positive Staphylococcus aureus, and one has no right 
to dismiss antiseptics and “ sulphonamides ” without taking this 
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into account. It is as illogical to employ sulphanilamide for 
impetigo as it would be to use streptococcal antiserum for a 
man with boils. In an army over-seas, jealous of its man-power 
for battle, one has sought to achieve a “time to cure” not of 
10.4 days, still less of 22, but rather of 5 or 6 and, recently 
especially, one has begun to succeed. From experience gained 
there I think it safe to conclude that in the post-war world only 
two drugs will be considered—namely, penicillin and sulpha- 
thiazole. Two methods of using them are as follows: 

1. Penicillin—Use freshly prepared solution, 200 units per 
c.cm. Shave the parts, remove crusts, then spray with the’solu- 
tion, allow to dry, and leave exposed. Repeat the spraying 
twice daily for 4 or 5 days. 

2. Sulphathiazole.—Use as a 15% lanette wax cream. Shave 
and remove crusts, then apply the cream, and cover with lint 
and secure with bandage or strapping. Leave untouched for 4 
days. If not wholly cured then, remove the crusts once more 
from the unhealed parts, re-apply cream and dressing, and leave 
2 days more only. Do not use the cream further on that patient. 
The penicillin is probably slightly the more effective and for the 
patient is certainly the more pleasant. But the rapid deteriora- 
tion of penicillin at room temperature is a serious drawback. 
Far-seeing dispensing chemists should now be buying refriger- 
ators and will presently, I dare say, be delivering a penicillin 
spray to the doctor, twice daily, at surgery hours.—I am, etc., 


H. A. Dewar, 
B.L.A. Major, R.A.M.C. 


Therapeutic Use of Quinine 


Sir,—I have been repeatedly informed that there is at present 
a restriction on the therapeutic use of quinine, other than for 
the treatment of malaria. I would appreciate any reliable 
information about the legal position, and would like to suggest 
that the law (if any) restricting its use should be perpetuated 
in regard to the use of quinine as a means of reinforcing a 
medical induction. In my capacity of obstetric consultant I 
have encountered three cases in six months where intra-uterine 
death of the foetus occurred following the use of quinine for 
induction. There was no obvious reason for carrying out the 
induction, and there was no other apparent reason for the 
death of the foetus. Stillbirth is still one of the major 
tragedies of midwifery, and even an infrequent cause should 
be completely eradicated. Quinine should be reserved for the 
extinction of the anopheles, and not applied indiscriminately 
to the human race.—I am, etc., 

Cambridge. OswaLp LLoyp. 


** By an Order made by the Ministry of Supply (S.R.O. 
1942/2668), quinine and allied drugs, both natural and syn- 
thetic, may be used only for the control of malaria. The one 
exception is that quinidine may be used for treating cardiac 
arrhythmia. The restriction, however, was imposed to con- 
serve quinine, not intra-uterine life, and will doubtless be re- 
moved when the supply of quinine again becomes adequate. 
Its effect on the parturient patient and foetus does not concern 
the Ministry of Supply, and legislation of the kind suggested 
by Dr. Lloyd would have to be part of an Act of Parliament.— 
Ep., B.M.J. 


Rheumatism and Orthopaedics 
Sir,—I had the privilege of hearing Sir Adolphe Abrahams 
deliver the inaugural lecture at the postgraduate course on 
rheumatic diseases, organized by the Rheumatic Unit at St. 
Stephen’s Hospital, L.C.C. in March this year—an address 
which subsequently appeared in the Journal of May 12 (p. 671). 


Sir Adolphe reviewed comprehensively the whole subject and. 


emphasized particularly the pitfalls in the diagnosis of 
“rheumatism,” suggesting that this, together with differential 
diagnosis and treatment, should be primarily the domain of 
the general physician. 

I have for long emphasized to students of the rheumatic 
diseases that, e.g., rheumatoid arthritis is not exclusively a 
disease of joints, but is, in fact, a general systemic disease with 
secondary manifestations in the joints, just in the same way 
that pulmonary tuberculosis is acknowledged to be not purely 
a disease of the lungs but actually a general systemic disease 


with secondary manifestations in the lung. Both these dj 
necessitate a full knowledge of general medicine, for they ma 
at one time or another simulate almost any disease in J 
medicine (Postgrad. med. J., January, 1944). It follows, there. 
fore, that they are or should be primarily the concern of the 
general physic.an rather than of the ultra-specialist if success. 
ful results are to be achieved. The ultra-specialist May not 
look beyond his own more limited province, which has Meant, 
in the case of rheumatoid disease, that the local joint mani. 
festations may have been treated without relation to the general 
background of the patient. It is my firm conviction that the 
rheumatic diseases must resume their rightful place within the 
province of the general physician if any success in their radical 
control is to be achieved ; for successful results are obtainable 
if the disease is diagnosed in its early manifestations, and if 
adequate facilities for treatment over a prolonged period of 
time are readily available. For these reasons such terms 4s 
“ rheumatologist,” “ phthisiologist,” are anachronisms which 
should be abolished. On the other hand, there is 4 Purely 
medical side to orthopaedic work which is concerned with the 
prevention, as opposed to the treatment, of deformity which 
comes within the domain of the general physician specially 
interested in the rheumatic diseases. 

A scheme to ameliorate the position and to control the 
rheumatic diseases should, in my view, be planned on a regional 
basis, with adequate in-patient accommodation and diagnostic 
facilities for long-term treatment on sanatorium lines, jp 
specialized units within the framework of a general hospital 
rather than in a specialized hospital. Such a system offers the 
cutstanding advantage of facilities for collaboration between 
the physician and his expert colleagues, such as the ortho 
paedic surgeon, the physical medicine specialist, the pathologist, 
the biochemist, surgeons of specialized departments, th 
psychiatrist, the masseuse, the social worker, the dietitian, the 
occupational therapist, etc. 

No one wishes to belittle the invaluable restorative work of 
the orthopaedic surgeon—an important member of the team— 
in the sphere of the rheumatic diseases, but the underlying 
principle should hold good, that in the interests of the control 
of this widespread scourge the rheumatic diseases must retum 
to their rightful place within the province of general medicine, 
—I am, etc., 

London, W.1. PHILIP ELLMAN. 


Artificial Respiration 


Sir,—It is with some trepidation that I enter this correspon 
dence as my experience of artificial respiration consists of three 
cases of drowning, although I have had plenty of experience of 
it in anaesthetic practice. It was while trying to resuscitate one 
of these cases that I found a method of artificial respiration 
which I think is superior to any of the usual methods. This 
case was in a child. When I started Schiifer’s method I could 
get no result and I found his mouth and pharynx full of 
vomitus. This was cleared away, but on restarting Schifer’s 
method more of the stomach contents were regurgitated and 
very little air could be either expressed or inspired. I picked 
up the child, put a leg over each shoulder with the trunk hang 
ing down in front of me, facing me. I then began pressing the 
thorax against my own body and immediately a stream of walter 
and vomitus issued from the child’s nose and mouth. Subse 
quently air could be heard going to and fro into the lungs ® 
greater quantity than before, and with very little effort onmy 
part. The child’s lips, ears, and cheeks became pink, showing 
circulation and oxygenation to be good, but I was unable @ 
revive him. ‘ 

The advantages of this method are: 

1. Owing to the head hanging vertically downwards the tongi, 
which in Silvester’s and Eve’s methods falls back and obstrucs 
the airway, tends to come away from the posterior pharyngeal 
and so frees the airway. 

2. The hanging-down position allows free drainage of the lungs 
mouth, and pharynx of inhaled material and vomitus. 

3. The position ensures filling of the right side of the heart and 
so facilitates the pumping action of the thorax on the circulatie® 
and increases the cerebral blood pressure. 

4. As the arms are hanging down there is a considerable pull @ 
the pectoralis muscles, which helps the elastic recoil of the chest 
inspiration as in the Silvester method. 
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5, As the body is in close contact with the rescuer’s body, some 
heat js derived, which is of great importance in helping revival 
(Eve, Brit. med. J., 1943, 1, 535). : 

6. Furthermore, in this method the rescuer can, if he is strong 
enough, walk with patient to a place of safety or to where resuscita- 
ve apparatus is available (e.g., in a factory) while continuing the 
griificial respiration. 

7. The thorax with this method is not compressed by the weight 
of the body as it is in Schifer’s method. 

8. If difficulty is experienced with the airway, artificial respiration 
may be carried out with one hand while the tongue and jaw are held 
forward with the other. ; 

9, No apparatus is required. 

in some cases it would be easier to hang both legs over one 
shoulder, or if necessary the rescuer can be sitting and some 
of the weight taken by the patient’s feet. The main dis- 
advantage is that the method cannot be used with an obese 


patient—I am, etc., 


Glasgow. ANDREW TINDAL, M.B., D.A. 


Congenital Defects and Rubella 

Sir--I have read the annotation on congenital defects and 
rubella (May 5, p. 635) and think that the investigation which 
I am making at the Infants’ Hospital, London, in connexion 
with rubella during pregnancy producing deafness in the child 
may be of interest. 
Questionaries have been sent to past and present patients of 
my own, and to addresses kindly provided by the principals of 
various deaf schools. Those sent to parents of children over 
5 years of age have brought in little information, chiefly, I think, 
on account of the fact that after a lapse of years the mother's 
recollection of happenings during pregnancy is not clear, and 


also the varied and sometimes slight symptoms of rubella. I 
am therefore confining myself to children born after the 1939-40 
epidemic of rubella, and figures are very significant. 
Deaf children born in 1940-1: Boys 55, girls 30—total 85. 
History of rubella during first 4 months of pregnancy: Boys 11, 
girls 13—total 24. 
Some of these children also have defects of the eyes, and at 
least three have defects of the eyes and heart. In all these 24 
cases rubella was diagnosed, and there are at:least six more 
where it seems extremely probable that the mother suffered 
from it without it being recognized. Of the remaining 61 cases, 
in 7 the deafness is hereditary, and in 13 was caused by 
meningitis. Of the 41 unaccounted for, 11 had measles and 
8 whooping-cough during the first three years of life. 
It may also be of interest—as this is a point on which so far 
I have not found any literature—that out of 85 deaf children, 
33 are left-handed or ambidextrous, 16 of these having left- 
handedness in the family ; 11 are right-handed, but have left- 
handedness in the family. The percentage of left-handedness 
in deaf children is even higher in the wider range of ages.— 
Tam, etc., 
SYLVIAN M. Martin, L.C.S.T., 

Speech Therapist, Deaf Mute Clinics, 


Infants Hospital, and Metropolitan Ear, Nose and 
Throat Hospital, London. 


Intravenous Arsenic in Anginous Glandular Fever 
Sik,—I have been much interested in the article by Lieut.- 
Col. Shirley Smith and Major Trevor Shaw (April 28, p. 581). 
Their observations on the beneficial effect of intravenous 
arsenic injections in cases of anginous forms of glandular fever 
are an important confirmation of the therapeutic results obtained 
in this disease by Friedemann and Elkeles (Dtsch. med. Wschr., 
1931, 26, 1). Three patients were treated with 0.15 g. 
neosalvarsan intravenously ; 24 hours after the injection the 
temperature dropped to normal and a striking improvement of 
the severe throat lesions and of the general condition occurred. 
Two patients were treated by repeated painting of their tonsils 
with neosalvarsan 0.3 g. in 10 c.cm. of glycerin. In these cases 
similar good results were obtained within 48 hours. 

In 9 out of 17 cases of anginous glandular fever large 
numbers of Vincent's organisms were found in the throat 
lesions. In some of these cases no Vincent's organisms were 


detected from swabs taken from the surface of the tonsillar 
membranes, and only on removing the membranes by dissecting 
forceps could the spirochaetes and fusiform bacilli be found. 


The frequent finding of Vincent's organisms, the successful 
treatment with arsenic, and the increase of mononuclear cells 
in the blood are features also met with in Vincent's angina. 
Although the clin‘cal pcture and the Paul-Bunnell test should 
assist in differentiating glandular fever from Vincent's angina 
and other throat lesions, it seems likely that aetiologically some 
of the anginous forms of glandular fever are only more severe 
and generalized reactions to Vincent's angina.—I am, etc., 


London, W.1. A. ELKELEs. 


Oxaluria in Tropical Climates 

Sir,—In the Journal of April 28 (p. 590) there is an article by 
Col. J. M. Black on oxaluria in British troops in India. Of 
77 cases admitted for urological conditions, oxaluria was a 
feature in 43 (55%), being associated with renal colic in 20, 
with haematuria in 15, and with epididymitis and cystitis in 
& cases. Col. Black considers that diet (tomatoes and strong 
tea) plus inadequate fluid intake cause oxaluria; haematuria 
binds the crystals of oxalate together with fibrin and a calculus 
results. He surmises that excessive formation of vitamin D by 
sunlight may be another factor favouring tropical lithiasis. 

The subject of tropical lith:as’s is very interesting ; the condi- 
tion is widespread, and has been studied extensively in South 
Africa, Mesopotamia, and America, as well as in India (by Sir 
Robert McCarrison). Conditions favouring stone formation in 
the urinary tract are: (1) an alkaline ash diet, high in calcium ; 
(2) dehydration of the body ; (3) avitaminosis A ; (4) any infec- 
tion of the urinary tract. ' 

Oxaluria is very common in tropical countries and is harm- 
less if certain rules are observed. They are: drink plenty of 
plain water that is not too “hard” (“ plenty” means three 
gallons a day per man in hot weather); take adequate vitamin A 
in the diet ; avoid infections of the urinary tract ; take adequate 
vitamin C (the haemorrhages in eight of Col. Black’s cases were 
probably due to “inapparent” scurvy). The excessive forma- 
tion of vitamin D by sunlight is not, I think, a factor in the 
formation of urinary stones unless the “rules” are badly in- 
fringed. Among the “ infections ” of the urinary tract to avoid 
should be included schistosomiasis.—I am, etc., 

Portsmouth. FRANK MARSH. 


Starvation in India 


Sir,—It is sad to think that the findings of the Bhore Com- 
mittee investigating the cause of so much ill-health in India are 
already being discounted, the reason being that India cannot 

.afford to put matters into such a condition as is necessarily 
precedent to making the people into a healthy and prosperous 
nation. 

The report of the recent Bengal Famine Inquiry Committee 
has revealed a shocking state of things. Over a million-and-a- 
half Indian people have been starved to death, due in part to 
neglect by both Central and the Provincial Governments. Such 
a wholesale “slaughter of the innocents” is a horrible ¢is- 
grace, and unless some strong measures are taken by this 
country the near future of India is very black. We have been 
told of how the starved inhabitants of Greece were reduced 
to such a state of weakness that they lent themselves to be 
tools of any clamorous leader, so that with difficulty the risings 
were put down. In a sub-continent like India, where perennial 
starvation has reduced the people to a low level, the conditions 
are being prepared for the next world war. A look at the 
map of the eastern hemisphere shows that India is the centre 
of the British Commonwealth, being equidistant from Great 
Britain, South Africa, and Australia, and if we hesitate to. do 
the right thing by the Indian people now at once, however 
expensive it may be, the English language alone will be all that 
is left to us. 

The children of India need milk. Milk has been of striking 
benefit to the school-children of this country as well as to preg- 
nant mothers. If milk is necessary for the people of Great 
Britain it is equally important for milk to be distributed to the 
people of India. Wé talk of the illiteracy of European 
countries, but it is not to be compared with that of our fellow 
citizens in India. It is only something of which we ought to 
be ashamed. Mothercraft classes such as I pioneered also have 
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been of great value to this country, as evidenced by the presence 
of so large a number of young happy mothers with healthy 
contented children. Are Indian babies and mothers to be 
placed on the same footing? Are quarrels between British and 
Indian politicians and governments to continue to the disgrace 
of both? 

If we, as a profession, both individually and collectively, 
bring pressure to bear on the Government, which seem to be 
unable to realize the seriousness of the situation or to know 
what they ought to do, they may be made to realize their 
responsibiljty before it is too late.—I am, etc., 


Swansca. G. ARBOUR STEPHENS. 


Shall We Nationalize Medicine ? 


Sirn,—I have just read Lord Horder’s article “Shall We 
Nationalize Medicine?” (March 17, p. 357). Lord Horder 
attempts to detach himself from “this business of right and 
left,” but succeeds in presenting only a case against State medi- 
cine. Without finally assessing which system is likely to pro- 
vide the better all-round service, I feel that it is only fair to 
point out some of the weaknesses of Lord Horder’s argument, 
and to say something of the other side. 

Does he, for instance, imagine that the happy doctor-patient 
relationship, the importance of which he rightly stresses, 
flourishes to the same degree in the crowded out-patient depart- 
ment as in the private consulting room? In the Army we have 
learnt much of the defects as well as of the advantages of what 
is really a State medical service functioning under abnormally 
difficult conditions. Our conclusions will differ according to 
our experiences, but I would say that one thing which does not 
seriously suffer is the doctor-patient relationship, except, of 
course, by military necessity, as when casualties have to be 
evacuated from forward to base areas, and continuity of treat- 
ment is interrupted in consequence. Indeed in many respects 
the doctor-patient relationship is far more honest and beyond 
reproach than in civil practice. Psychological patients are not 
put off with a bottle of medicine, and the “ constant attender ” 
or “ near-malingerer " is promptly told the truth. 

Moreover, paradoxical though it may sound, the Service 
doctor wields far more power than his colleague at home. No 
commanding officer could survive a medical report which said 
that the morale of his men was poor, that psychological illness 
was in consequence prevalent, that the barracks were dirty, and 
the standard of nutrition low. Yet every panel doctor knows 
that these are the causes which bring the majority of his patients 
to the surgery, and in Signals phraseology, he can do nothing, 
repeat nothing, about it. 

Let us admit that in the preservation of our liberties we have 
fostered a system which shuts its eyes to most of the main 
causes of illness. Let us remember that psychogenic ailments 
are the commonest of all, and that our system has done little or 
nothing to prevent or to cure them but much to encourage them. 
Let us realize that though the privileged few can practise for 
their privileged patients a system of medicine probably freer 
from hypocrisy than that of any other country, the majority are 
still doomed to dispense bottles of medicine in overcrowded 
surgeries to patients whose real problems they have never had 
time to consider or investigate. Let us try to preserve as much 
as possible of the values of the voluntary hospital, but do not 
let us forget the disgrace of their waiting-lists. Let us in fact 
realize that as a profession we have failed in many respects, and 
in that spirit of modesty try to reconstruct boldly, preserving 
our liberties only if they do not conflict with the good of the 
service as a whole.—I am, etc., 

India. ROBERT PLaTT. 


The Integration of Medicine 


Sir,-—How delightful to read such a discourse as appears in 
the opening pages of the Journal of May 26! As a reminder 
of the method as well as the substance of an address we could 
wish for nothing better. Dr. Walshe’s dissertation on the 
integration of medicine is a timely statement of some of the 
problems constantly present in the minds of those who have 
a real interest in the future organization of medical teaching, 
and more especially in regard to the extending system of whole- 
time teachers in the various departments of a medical school. 
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The integrative forces are unlimited in their scope and val 
for the teachers and the students, if only to maintain in coastal 
focus the interrelationships of apparently diverse Phenomena 
and facts. In regard to the students, the earlier that the idea 
can be inculcated the better. The art of diagnosis lies largel 
in the integrative process, bearing in mind that Clinical 
perience is a dominant factor. With this in mind, therefore it 
would follow that the clinical method, when properly and fully 
integrated with the ever-widening scene of collateral Observa- 
tional or experimental data, is the medium in which a medical 
school should live. 

Persons holding key positions in a teaching centre cannot 
afford to overlook Dr. Walshe’s wise words, more especially 
the following: “ Thus it happens that those responsible for the 
training of our successors too often find themselves imparting 
unrelated categories of information and partial and often cop. 
flicting generalizations culled from different fields of Medicine, 
and it is becoming nobody's business and seems less and less 
within anyone's capacity to teach medicine as a whole, or to 
build into a coherent body of knowledge the several contriby. 
tions of the specialists.” In short, Dr. Walshe’s address should 
be read and re-read until the ideas therein permeate the mind 
and leave a “ proportional representation ” in the general build. 
up of our future medical teaching.—I am, etc., 


A. V. NEALE. 


Birmingham. 


Sir,—Dr. F. M. R. Walshe’s oration on the integration of 
medicine (May 26, p. 723), which is full of wisdom, suggests 
to me—and I am sure to many others—that a course of lec- 
tures on medical practice by senior general practitioners of 
wide experience should be made compulsory in all medical 
schools. Then only will we get a proper appraisement of the 
clinical methods and elaborate techniques with which students 
are forced to acquaint themselves to satisfy the examiners, 
They should be delivered to all students in their final year, or, 
better still (since the curriculum is already overloaded), now 
that independent practice is not permitted (or at least dis- 
couraged), when a postgraduate appointment is being held in 
an accredited hospital they might be delivered during those 
fruitful months. Without these essays in practical experience 
by men who know, the young doctor suffers bewilderment and 
frustration when he first goes out into the world to stand on 
his own feet.—I am, etc., 


C. H. REINHOLD, 
Colonel, 1.M.S. (ret). 


Medical Missions ‘ 

Sir,—I have just returned from India after 22 years asa 
medical missionary, and my Journal for March 3 forwarded 
thence has only just reached me. I was, of course, delighted 
to see the annotation about medical missions (p. 303), but! 
should like to correct the impression that is inevitable if one 
reads the quotation near the end of the article: “ Dirty, lonely, 
unpleasant, uncomfortable service, the mission hospital stands 
for that.” No doubt there are some mission hospitals which 
“stand for that”; but I have been operating daily for over 
20 years in a theatre where just as much trouble is taken abov' 
asepsis as in a London hospital, and I kriow dozens of medical 
missionaries in India who have been doing similar work 
There is no excuse for a medical mission hospital being 
“dirty.” Certainly, when a cholera epidemic is on, and om 
has to go about in small farmhouses or even hovels, one § 
up against dirt. But even in these places entirely sterile inte 
venous infusions can be given, and are usually the best meat 
of saving life. 

As for being lonely, that is a matter of circumstance, am 
in many mission hospitals there are far too many patients and 
far too much work to allow of loneliness, and several or maf} 
colleagues, both European and national. Unpleasant? No, 
thousand times no. Service of one’s fellow men in the nam 
of Christ may be arduous, but. is never unpleasant. As? 
medical missionary for over 20 years, may I say that I have 
never ceased to be thankful that in 1922 I decided to take ® 
this work. But may I emphasize, too, that he who would® 


Winchfield, Hants. 


a medical missionary, besides being sure of his “ vocatiot 
should also be a well-trained man (or woman), with two® 
three years of postgraduate experience, and should also be BF 
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for responsibility, if it is thrust upon him, and equally 
yady to take a humble position as a junior colleague of 
Chinese, Indian, or African, if circumstances so direct. The 
mission field has no use for second-rate men or women.—I 


am, etc., 


idee. T. Howarp SOMERVELL, F.R.C.S. * 


Housing the Returned Consultant 


Sir.—Major H. B. Stallard (June 2, p. 787) correctly draws 
attention to some of the present difficulties in London for 
housing the consultant. This state of affairs has engaged my 
attention since the early part of the present year, and official 
figures 1 have obtained from a reliable source disclosed the 
facts that in the area between Oxford Street and Marylebone 
Road the Army have requisitioned at least 3 houses (one empty 
for the past two months), the Air Force 8 houses, and the 
Ministry of Works no fewer than 45 houses. In the House of 
Commons on May 10 Sir Ernest Graham-Little, on a question 
to the Minister of War, received the reply: “I regret that I 
am at present unable to release any of these houses.” To a 
further question asked by Sir Ernest on May 31 Mr. Churchill 
replied: “ The majority of the houses in the Harley Street area 
requisitioned by Government Departments are used to house 
American officers, so as to reduce the pressure upon the limited 
hotel accommodation of London; as offices for French 
Missions and branches of the French Embassy ; and as hostels. 
The possibility of reducing the number retained is being 
examined with the occupying authorities and any houses which 
can be vacated will be released. Five requisitioned houses now 
vacant are being released immediately.” 

The present difficulties are, however, further complicated by 

the sale of property in this area, and tenants who might have 
considered themselves reasonably secure find that they may be 
under notice to seek other accommodation which at the 
moment does not exist. 
This unfortunate state of affairs could be greatly eased if 
the 56 houses presently occupied were all released and returned 
for their original purpose as professional premises. The 
present occupants of these houses, such as the Merchant Navy 
Club, Canadian Y.M.C.A. Club, and various branches of our 
Allies, could bs equally and comfortably housed in a number 
of the many empty houses in Regent’s Park. The same sugges- 
tion applies to the professional area in Mayfair—I am, etc., 


London, W.1. NorMAN P. HENDERSON. 


An Examination Paper for Nurses 


Sir,—The current practice of adding to the nurse’s curriculum 
studies on a par with those of a medical student has already 
evoked much protest from the profession. Apparently more is 
needed, and a signal addition is that of your correspondents 
(May 26, p. 751) who cite a recent examination paper. The 
corollary is obvious. One -who studies enough to ensure passing 
such tests in medical subjects deprives her patients of pro- 
ficiency in nursing. 

Which is it to be? Nurses or pseudo-doctors? Let us insist 
that the General Nursing Council redresses the balance and 
gives pre-eminence to ward training in the practical art of 
nursing. If a girl has any wits a good sister will soon sharpen 
them: if she has not, then she may be ornamental but she is 
certainly useless to patients and should go. We are confronted 
with a deplorable dearth of nurses, and over-weighting the 
syllabus with medical science is calculated to aggravate the 
shortage. Let them get their simple studies over in a pre- 
liminary course and then get down undistractedly to what is 
their dominant interest—practical work in the wards. The 
sister will have a greater responsibility, and she must be chosen 
not only for outstanding quality as a nurse but after a year's 
Postgraduate training to fit her for her duties as teacher also. 
There is only one essential prerequisite for an entrant to the 
fursing profession, and when one is a patient one becomes 
Painfully aware of it: not, Has she got the school certificate? 


but, Does she care? If she cares, she will soon master the 
technical side of her work.—I am, etc., 


Bristol. A. WILFRID ADAMS. 


Medical Students and Belsen Concentration Camp 


Sir,—As the medical students from the London teaching 
hospitals are to-day leaving Belsen concentration camp I should 
like to take this opportunity of paying a tribute to the work 
‘that they have carried out during their stay. They arrived at 
a time when conditions in this horror camp were still inde- 
scribable ; the first and only problem was the production of 
order and supervision of feeding in the huts to save the lives 
of those that had to wait their turn and to ensure the speediest 
evacuation of those that could be saved. The work of this type 
that they carried out is beyond praise, and entirely by their 
initiative a hospital area was formed in the original camp in 
which the worst cases that had to wait to the last were nursed 
and undoubtedly saved. Working, too, under the worst possible 
conditions, individual supervision of all the other huts was 
carried out and treatment where possible commenced. Later, 
when the whele camp had been evacuated, they were able to 
take full advantage of the wealth of clinical material available, 
and to carry out work of an entirely medical nature. This they 


did with equal zeal and enthusiasm. 
The experience, apart from its medical side, has, I feel, given 


them a unique opportunity in that they were given the heaviest 
of responsibilities and their initial efforts depended entirely on 
their own initiative. One and all they threw themselves into 
the task with unbounded enthusiasm ; they worked long hours 


in the worst possible conditions and never spared themselves. 
The results speak for themselves, and the fall in the death rate 


was, [| am sure, largely due to their magnificent work. 
Thousands have cause to be grateful to them that their lives 


have been saved. The units of the R.A.M.C. in Second Army 
are no less grateful for the help that was so generously given. 
—I am, etc., 


GLyn Huaues, Brig., 
D.D.M.S., Second Army 


Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 


Dr. W. L. H. Duckworth will retire from the position of Master 
of Jesus College on Sept. 30 under the age limit. After gaining 
first-class honours in Parts I and II of the Natural Sciences Tripos 
he was elected a Fellow of Jesus College in 1893 and in 1905 
graduated M.D. and Sc.D. Dr. Duckworth was University Lec- 
turer in Physical Anthropology 1898-1920 and Reader in Human 
Anatomy from 1920 until his election as Master of Jesus College 
in 1940. He represented the University for three years on the 
General Medical Council. 


-In Congregation on June 8 Prof. E. D. Adrian, M.D., F.R.S., was 


appointed to represent the University at the 220th anniversary of 
the Academy of Sciences of the Union of Soviet Socialist Republics 
in Moscow and Leningrad, June 15-28. 

On the recommendation of the Faculty Board of Medicine 
additional qualifying examinations in anatomy and physiology will 
be held in December next, on dates to be fixed by the Board of 
Examinations. 

During the month of May the titles of the degrees of M.B., 
B.Chir were conferred by diploma on Mrs. R. C. A. Hunter, of 
Newnham College. 


ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 
At a meeting of Council, held on May 26, with the President, 
Mr. Eardley Holland, in the chair, the following were admitted to 


‘the Fellowship: 


Caroline A. Elliott, E. A. Gerrard, R. J. Kellar, Meave Kenny, 
F. R. Stansfield. Jn absentia: G. S. Adam, A. M. Hill, J. J. 
Kearney, W. K. McIntyre, B. T. Mayes, H. K. Pacey, F. Stabler, 
G. A. Thompson. 


The following were admitted to the Membership: 


Amelia E. Burch, E. G. Collins, Jadwiga Karnicki, Gladys E. 
Keith, Dorothea M. Kerslake, Dorothy M. Shotton, B. G. G. Spiers, 
In absentia: J. P. O. Erskine, A. B. Hay, Sybil G. Mocatta, Dorothy 
J. Thompson. 

At the annual general meeting of the College, held on May 26, 
with the President, Mr. Eardley Holland, in the chair, the following 
were elected to Council in place of those retiring by statutory 
rotation: Representative of the Fellows: Malcolm Donaldson. 
Representative of the Members: D. B. Fraser. 


| 

rarded 
ighted 
but | 

if one 

onely, 

stands 

which 
over 

abou’ 

work. 

being 

d om Wa 
one is 

intra- 
and 

s and 

No, 

name 

have 

ke Up 
ld & 

tion,” 

70 


858 June 16, 1945 


OBITUARY 


Brrttsa 
MepicaL Journ JUNE 


Obituary 


W. L. SCOTT, M.C., M.D. 


We regret to announce that Dr. William Logan Scott, chief 
medical officer to the General Post Office, died at Winchester 
on June 1 after a short illness. He was born at Tollcross, in 
Lanarkshire, on Sept. 14, 1888, son of Alex Scott, M.D., and 
from Glasgow High School went to the University of Glasgow, 
where he graduated M.B., Ch.B. in 1911 and proceeded M.D. 
in 1934. After three years in house appointments at the 
Sheffield Royal Infirmary he became assistant M.O. at the 
Chelsea Infirmary in 1913 and then moved to the staff of 
the North-Western Fever Hospital, Hampstead. He served 
throughout the last war with the R.A.M.C. and was awarded 
the Military Cross. For two years after the armistice he 
worked as medical assessor to the Pensions Appeal Tribunal 
at the House of Lords, and then in 1921 became assistant M.O. 
to the G.P.O. at St. Martins-le-Grand. When Sir Henry 
Bashford left the G.P.O. to become Treasury Medical Officer 


in October, 1943, Dr. Logan Scott succeeded to the post of . 


chief medical officer. 

Sir Henry Bashford writes: The death, at the age of 56, 
after a tragically brief illness, of Dr. W. L. Scott, chief medical 
officer to the Post Office, will be most deeply deplored by the 
whole Department, which he had so faithfully served for more 
than a quarter of a century, both as clinician and administrator. 
He brought to his work a gay and breezy common sense, com- 
bined with a very wide and practical knowledge of his profes- 
sion. He was associated with many researches in the sphere 
of sick absence in industry, particularly in respect of the sub- 
ject of quarantine, upon which he had published two very 
valuable papers. He was also president of the Post Office 
Ambulance Centre. Scott was a man of wide interests and 
many hobbies—carpentering, painting, shooting—to all of which 
he brought a characteristic enthusiasm. He was the most de- 
iightful. of companions in bright hours and dark, with an 
original wit and good spirits that never flagged; and he was 
the soul of kindness to all in trouble. For his widow and son 
the deepest sympathy will be ‘felt by all who knew him. 


GEORGE H. S. MILLN, M.B., Cx.B. 


Dr. Georce HERBERT STEPHENS MILLN, physician in charge, 
of the x-ray and electrotherapeutic department of the Dundee 
Royal Infirmary, was killed in a motoring accident on May 30 


when driving to keep an appointment at the Adamson Hospital, - 


Cupar, where he was honorary radiologist. He was born at 
Tayport in 1882, son of William Milln, an engineer officer of 
the Royal Navy. He graduated M.B., Ch.B. with second-class 
honours at the University of Edinburgh in 1903, and served 
as medical officer in the Navy until 1911. He retired with the 
rank of surgeon commander, R.N., on the Emergency List and 
was later posted as surgeon captain, R.N.V.R. He became an 
assistant in the x-ray department of the Dundee Royal Infirm- 
ary, and in 1926 was promoted to the visiting staff and made 
lecturer in radiology and electrotherapeutics in the University 
of St. Andrews. Dr. Milln was also medical officer in charge 
of radium at the Dundee Royal Infirmary, and honorary radio- 
logist to the Arbroath Infirmary and the Dundee Dental 
Hospital and School. He joined the B.M.A. in 1913, had been 
treasurer of the Dundee Branch and of the City of Dundee 
Division, and held office as president of the Branch in 1937-8. 

Dr. R. P. Mathers writes: The sudden tragic death of George 
Milln in a motor accident has taken from us a man of outstanding 
ability and popularity, whose cheery personality enlivened any gather- 
ing, whether social or professional. As a naval surgeon he served 
in many parts of the world until 1913. After his retirement he was 
appointed radiologist to Dundee Royal Infirmary, but in August, 
1914, he again joined up and saw much active service, taking part 
in the Battle of Jutland. On his release with the rank of surgeon 
commander in 1920 he took up his work again as radiologist and 
gave constant and faithful service to Dundee Royal Infirmary and 
many other institutions in the district. In his early days the radio- 
logical department was a small affair, and Dr. Milln was mainly 
responsible for its rapid and extensive growth and reorganization 


to its present high standard of efficiency. His personal inte a 
tion of skiagrams was always most practical and helpful, and nected W 
large circle of his colleagues who came into contact with hi the “good d 
the course of work will miss him greatly. He took an ectien 7 . also inter 
in the affairs of the B.M.A. His chief recreation was golf, The it was t 
sympathy of all who knew him goes out to his bereaved wife Glencoe, 
aughters. and derful an 
aes to whom 
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We regret to announce that Mr. Ropert SHarp ° chulish © 
honorary surgeon to the Leicester Royal Infirmary a offer our 
dent of the Leicester and Rutland Branch of the B.M.A,, die 

on May 27. He entered the University of Edinburgh = po The de 
arts student and graduated M.A. in 1906, and four years late § MOCURD 

took the M.B. and Ch.B. degrees, with first-class honour, painful 
Having served as house-surgeon at the Edinburgh Royal Jp.§ 9/480 
firmary and the Royal Hospital for Sick Children, he was for § *! Middl 
some years demonstrator in the anatomical department ang§ %,{h€ la 
assistant in the pathological department of Edinburgh Unive § Military 
sity. He held a commission as temporary surgeon, R.N., uring Middlesb 
the last war and obtained the F.R.C.S.Eng. diploma in 19% § Pontes 
atter postgraduate study at St. Bartholomew's. On his retum § UP '° the 
‘o civilian life he was appointed medical superintendent ang professio 
surgical registrar at the Dreadnought Hospital, Greenwich its clin.ca 
Settling in practice at Leicester Mr. Lawson was elected to the | 98,°U" 
visiting surgical staff of the Royal Infirmary and became cop. staff. Hi 
sulting surgeon to the Carlton Hayes Hospital. He was Guard in 
Fellow of the Association of Surgeons of Great Britain ang 
Ireland, a member of the British Orthopaedic Association, ang § % the Br 


2 member of the Provincial Surgical Club of Great Britain. Nerve 
ev 


It is now known that Dr. HERMANN BALEAN died on Jan, 19 — A 


of this year from acute anaemia at Stanley Internment Camp St. Joh 
Hong Kong, aged 69. He was a student of the London f re rs 
Hospital, where he won the Price entrance scholarship ° 
science and a scholarship in anatomy and biology, the senior by his « : 
Letheby scholarship, and the Hutchinson prize. He graduated _ 
M.B.Lond. in 1901, M.D. in 1903, and B.S. in 1905, and 
obtained the F.R.C.S. in 1908 after serving as senior residen’ 
accoucheur and house-surgeon at the London Hospital. Dr, medical ¢ 
Balean was for many years honorary lecturer in anatomy a lands Ho 
Hong Kong University and collaborated in papers on lupus studied 1 
erythematosus published in the British Journal of Dermatology BSc, M. 
and on the effects of acid on blood in the Journal of Physiology, = 
He joined the B.M.A. in 1902 and was appointed a member |" !%31- 
of the Hong Kong Medical Board in 1937. With his wife he ry 
was interned by the Japanese after the fall of the island, of Hastin 
Dr. JoHN HALLY MEIKLE, who died on May 25 in an Edin a. 
burgh nursing home, was the second son of the Rev. Gilbet J wijchaw | 
Meikle, of Inveraray. He entered Edinburgh University, and intendent 
graduated M.A. with honours in 1889 and B.Sc. a year later; | He was 1 
he then travelled by sailing ship to Australia round the Capea } cchool-ch 
Good Hope and spent several years teaching at a boys’ schoolit | paper on 
Adelaide and fruit farming with his elder brother. He returned | maticm 
to Scotland in 1896 to begin the study of medicine, and qualified | june gy 
as M.B., C.M.Ed. in 1901. After practising for a short time® } with the ¢ 
Edinburgh he became senior assistant and bacteriologist to th 
City Hospital, took the D.P.H. in 1904, and proceeded MD.it§ The fo! 
1906, with high commendation for his thesis. In the same yet ® Dr. Sarre 
he was appointed to the newly created post of medical officer | the first g 
the Edinburgh School Board, becoming responsible for t § Macnap, | 
organization and administration of the school medical servi § Institute, ; 
from its inception until he retired in 1930. Dr. Meikle ha@§ Parisian 1 
been a member of the B.M.A. for over 40 years. He was 0M § of surgical 
of the original members of the Edinburgh Medico-Sociologicll } and Dr. 
Society and took a great interest in its work. and an en 


_ 


Dr. LaAcCHLAN GRANT, who died at his home at Ballachulist, 
Argyll, on May 31, was one of the senior medical officers in the 
Highlands and Islands Medical Service. He spent all his pr 
fessional life (over 50 years) in the Highlands, and acquired# 
wonderful knowledge of Highland problems as they affected tht 
Highland people. The writer of these notes was one @ 7 
Dr. Grant’s predecessors in Ballachulish in 1889-92. Lachlat eens 
Grant, whose home was then in Ballachulish, was a boy of a w 
A friendship followed our first meeting, and, soon after, the boy aces in 
told me that he wished to become “a doctor” if his fal § Repatviai 
would permit him to remain in the Highlands and pract® McGavin, | 
among the people. He chose Edinburgh University, and® 
1894 graduated M.B., C.M. (with distinction), M.D. in 1% CA 
took a D.P.H. in 1911, and later F.R.F.P.S. Glasgow. The pet Capt. W 
perity of Ballachulish in those far-off days depended esti) 
on the flourishing slate quarries. A large number of 
employed on the “ slate face.” The men were an excep PB surgery, th 
fine type physically. They were intelligent and interested # sraduatin 
only in slate quarrying as an art but in political problems@®@),,) Royal 
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with the Highlands. Lachlan Grant was not only a 
" doctor” for them and their wives and children, he was 
also interested, they recognized, in Highland problems. And so 
» was that during his fifty years’ service in Ballachulish, 
tiacot Kinlochleven, and Glen Etive, and the rest of that won- 
derful and historic piece of country, Lachlan Grant was the man 
io whom the people turned in adversity, for he was not only a 
gilful physician but a sympathetic friend and adviser. Balla- 
culish mourns his loss. To his devoted wife and family we 


offer our sympathy.—J. B. S. 


The death has occurred at Middlesbrough of James RONALD 
McCurpie at the early age of 57 and after a long and 
sinful illness bravely borne. Qualifying M.B., Ch.B. at 
Glasgow University in 1912 he spent two years as house-surgeon 
at Middlesbrough before joining the R.A.M.C. at the outbreak 
of the last war. He served throughout and was awarded the 
Military Cross, retiring with the rank of major. Returning to 
Middlesbrough he started in private practice and was soon 
appointed honorary surgeon to North Ormesby Hospital. Right 
up to the time of his death his hospital was the centre of his 
professional life, and he gave largely of his time and talents to 
its clinical and administrative affairs. He served on the govern- 
ing council for many years as a representative of the honorary 
staff. He was largely responsible for the raising of the Home 
Guard in his district and was appointed its colonel. McCurdie 
had served for a period as chairman of the Cleveland Division 
of the British Medical Association, and was on its Executive for 
a number of years. -For four years he was chairman of the 
Cleveland Local Medical War Committee, and brought to the 
conduct of its deliberations that care and grasp of its business 
which characterized everything he did. The funeral took place 
at St. John’s Church, Middlesbrough, and was attended by many 
of his professional colleagues, by whom, as well as by a large 
circle of friends and patients, he is much missed. He is survived 
by his widow, to whom much sympathy is extended. 


We regret to announce that Dr. Haro_p JAMes PHILLIPs, 
medical officer of health for Worthing, died suddenly at South- 
lands Hospital, Shoreham, on June 3 after a short illness. He 
studied medicine at University College, Dublin, graduating 
B.Sc., M.B., B.Ch. in 1920 at the National University of Ireland, 
and proceeding M.D. in 1927 ; he took the D.P.H. with honours 
in 1931. Dr. Phillips entered the public health service as assistant 
medical officer under the Kent County Council, was then deputy 
M.O.H. and school medical officer for the county borough 
of Hastings, and after that M.O.H., school medical officer, and 
medical superintendent of the isolation hospital of the borough 
of Ashton-under-Lyne. In 1938 he succeeded Dr. R. H. 
Wilshaw as M.O.H., school medical officer, and medical super- 
intendent of the isolation hospital of the borough of Worthing. 
He was the author of a report on endocrine disturbances in 
school-children in Kent, and published in the Medical Officer a 
paper on faucial conditions as contributory factors in rheu- 
matism. A memorial service at St. Paul’s Church, Worthing, on 
June 8, was attended by the mayor, aldermen, and councillors, 
with the chief officers and staff of the Worthing Corporation. 


The following well-known medical men have died abroad: 
Dr. Sates Guervan, a leading surgeon in Rio de Janeiro during 
the first quarter of the present century, aged 75; Dr: AsTROGILDO 
Macnab, head of the division of bacteriology of the Oswaldo Cruz 
Institute, aged 61; Dr. ALEXANDER ACHILLE Souques, a leading 
Parisian neurologist, aged 89; Dr. BeRNARD CUNEO, professor 
of surgical anatomy and surgeon to the Paris hospitals, aged 71; 
and Dr. Maurice PéHu, honorary physician to the Lyons hospitals 
and an eminent paediatrician. 


The Services 


Lieut.-Col. (Temp.) N. J. P. Hewlings, R.A.M.C., has been 
twarded the D.S.O. in recognition of gallant and distinguished 
“rvices in North-West Europe. 


Repatriated —Capts. J. Graham Jones, R. P. Lawson, M.C., J. G. 
McGavin, G. B. D. Scott, and C. J. P. Seccombe, R.A.M.C. 


CASUALTIES IN THE MEDICAL SERVICES 


Capt. Witttam DonaLp Witson, R.A.M.C., who was killed in 
action in Western Europe on April 24, went from Wigan Grammar 
School to Liverpool University, where he won the gold medal for 
surgery, the A. C. Rich prize, and the Lord “Derby prize. After 
graduating M.B., Ch.B. and serving as house-surgeon at the Liver- 
Pool Royal Infirmary he joined the R.A.M.C. in 1943. 
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Medical Notes in Parliament 


Wheat Germ in Flour 


Sir E. Granam-LittLe asked the Minister of Food on May 
15 what proportion of the flour used in this country was de- 
rived from wheat imported from abroad in the form of grain, 
not flour ; what was the proportion of the whole stock of wheat 
germ distributed by the Ministry which was allotted to making 
bread ; and whether flour which was supplied for biscuit and 
self-raising flour was deprived of wheat germ before that 
allocation was made. 

Col. LLEwettiw: The proportion of imported wheat used 
for flour milling varies from time to time in accordance with 
the supply position. The present proportion of imported 
wheat in all flour produced in this country is 47%. It is 
estimated that about 70% of the total available germ is in the 
flour supplied to the bakery trade for bread-making purposes, 
but a further considerable percentage is included in the flour 
used by confectioners and in flour used in the home for bread. 
confectionery, and other food purposes. The flour supplied 


- specifically for the manufacture of biscuits and self-raising 


flour is ““M™ flour from which the germ has been removed. 


Medical Demobilization 


Sir James GriGG on May 29 told Major C. Taylor that the 
ordinary release.regulations would apply to the R.A.M.C. as 
to the rest of the Army. He did not anticipate that the 
“military necessity” clause would be frequently applied to 
other ranks and general duty officers. It would probably have 
to be applied to specialist officers much more freely in view 
of the overall shortage of such officers and of the difficulty 
of obtaining from civil life replacements which were likely to 
be necessary. A number of doctors were due to be released 
under the ordinary working of the scheme. His difficulty was 
not of releasing doctors under Class B but of releasing those 
whose turn came under Class A. The need of the civil popu- 
lation for doctors was more likely to be met under Class B. 
It was a new idea to him that it would be necessary to have 
recourse to Class B for doctors. 

Dr. HADEN GUEST suggested that where medical officers were 
to be released under Class B as essential for civilian needs. Sir 
James Grigg should ensure that their rights as regards 56 days’ 
leave were safeguarded. 


Food of German P.O.W.s 


Sir James GriGG on May 29 repeated that non-working 
German prisoners of war had never received more of the 
nationally rationed items of food than civilians in this country. 
In view of the world-wide shortage of food it had been decided 
that the normal scale for these prisoners held by His Maiesty’s 
Government must be further reduced. Instructions had been 
issued for a new scale providing approximately 2,000 calories of 
all items, irrespective of whether these were rationed for 
civilians in this country or not. He said 2,000 calories was 
substantially less than the average civilian consumption in this 
country. Suitable additions of non-rationed foods, mainly 
bread and potatoes, would be made to cover the minimum 
extra needs of working prisoners. Otherwise they would 
receive the same scale as non-working prisoners. 


Pneumoconiosis 


Replying to a debate on May 29 (reported in these columns 
on June 9, p. 826) Major Ltoyp Georce said he had been 
keenly interested in medical services since he went to the 
Ministry. On that subject the Government had laid down its 
policy in the White Paper, and the Ministry had, despite the 
shortage of medical men, made a start. It had another doctor 
at headquarters and another in each region. They would 
study local conditions. the local incidence of disease. and 
problems of that sort which they had been asked to investigate. 
The Ministry of Fuel was co-operating with the Medical Re- 
search Council on the arrears of examinations of men for 
pneumoconiosis and silicosis. They had been able. with the 
help of Sir William Jowitt, to double the panels working on 
pneumoconiosis. At the head of the panel was a man ex- 
perienced in these diseases who trained the new man under 
him. He had a loan of a radiological unit, which would help 
in the matter. 


Treatment after Discharge from Forces 
Mr. STOKES opened on May 31 a discussion about the dis- 
charge of men from the Services before they had left hospital 
but when it had been decided that they were no longer of use 
to the armed Forces. He said this practice was particularly 
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hard on men suffering from facial wounds, whose plastic treat- 
ment took a long time. 

Mr. PeTHERICK, replying for the War Office, said that if, 
after invaliding, a Service man still required treatment the 
Ministry of Pensions was notified under the continuity of treat- 
ment scheme and arrangements were made for the man’s further 
treatment elsewhere. If the treatment had been given in an 
E.M.S. hospital the man could be retained there if that was in 
his medical interest. He might be transferred to a Ministry 
of Pensions hospital or an E.M.S. hospital nearer his home. 
When treatment had been given in a Ministry of Pensions 
hospital the man was retained in that hospital. These arrange- 
ments did not apply in cases of tuberculosis, nor to certifiable 
mental patients, who, when invalided, were transferred to the 
care of the responsible local authority. In most, cases a final 
decision was reached in a few weeks or months on whether a 
man was going to be fit for return to active service. He then 
had a medical board. If found unfit for return he was.dis- 
charged after 56 days. In place of his Service emoluments he 
passed to the appropriate rate of disablement pension and was 
handed over to the Ministry of Pensions. The Regulations 
provided that a man should continue on Service rates of pay 
for eight months. This might be extended to nine months in 
psychotic illness where further detention in a Government 
hospital might avoid certification. The period might also be 
extended until artificial limbs were fitted. It had been decided 
that men with tuberculosis might continue on Service emolu- 
ments for eight months while they received treatment in 
civilian or military hospitals. The period of eight months 
represented a considerable advance on previous practice. All 
cases of men disfigured facially had to be dealt with sym- 
pathetically, and the War Office was considering whether it 
eould make some special arrangement. 

Dr. MorRGAN said medical boards should come to a decision 
only when a man had reached the stage where the question was 
not of actual treatment but whether he should be passed from 
the Service Department to the Pensions Department. The men 
should be examined by independent medical boards, indepen- 
dent of Service remuneration and promotion. 

Mr. HopKINSON inquired whether in Dr. Morgan's. profession 
a certified medical man would give a wrong decision because 
he thought it was going to be to his advantage in a Govern- 
ment Department. Dr. MorGAN said medical men were human 
and sometimes made mistakes. He made no charge against 
the profession. 


Medical Enlistment and Demobilization P 


In reply on May 31 to Major.Haden Guest, Mr. WILLINK 
said the numbers of medical men and women recruited from 
Great Britain and Northern Ireland into the medical branches 
of the Services up to May 24 last were 2,405 in the Royal Navy, 
12,200 in the Army, and 2,564 in the R.A.F., making a total 
of 17,169. The figure for the Army included a number re- 
cruited for work with the Indian Medical Service. The pro- 
portion of the total number recruited to the total on the 
Register was 27.5%. The proportion of the number recruited 
to the total of active practitioners was 31.394. The proportion 
of general practitioners in the Services was 21.4%. Mr. 
Willink said he was not yet able to state the number of medical 
men and women expected to be demobilized in the first six 
months after June 18. That depended on various factors, in- 
cluding the decision of the Service Departments whether an 
officer’s retention was necessary on military grounds. 

Mr. PALMER inquired whether any civilian doctors were to 
be called up. Mr. WILLINK said he did not like to reply on 
that point, but it might be right and just that those who had 
not been out should take their turn. 


Medical Personnel (Priority) Committee 


On May 31 Major Haven Guest further asked Mr. Willink 
to state the composition of the Medical Personnel (Priority) 
Committee and to say whether the work of this committee 
was to be continued. Mr. WILLINK replied that the Medical 
Personnel (Priority) Committee consisted of Sir Geoffrey 
Shakespeare as chairman, and twelve medical men representing 
the several branches of the profession and the Service Depart- 
ments. The committee and its chairman had done most 
valuable work. There was no intention of bringing it to an 
end so long as general questions affecting the release and con- 
tinued recruitment of doctors were still likely to arise for their 
consideration. Mr. Willink later circulated a list of the 
committee as follows: 

Sir Geoffrey Shakespeare (chairman), Sir Girling Ball, Major-Gen. 
R. J. Blackham, Prof. J. Crighton Bramwell, Dr. J. A. Brown, 
Dr. W. M. Knox, Air Cdre. D. McLaren, Surg. Rear-Admiral A. E. 
Malone, Lord Moran, Prof. R. M. F. Picken, Prof. Sydney Smith, 
Mr H. S. Souttar, and Sir Alfred Webb-Johnson. 


Medical News 


At a meeting ‘f the Council of the Imperial Can 

Fund on June 7 Prof. H. R. Dean was reappointed chiral 
the ensuing yea Sir Hugh Lett, Bt., was re-elected vice-chein 
man. The Co. 4 met at the laboratories of the Fund at Mill 
Hill and made a detailed inspection of the research work which ; 
being carried ct. Dr. L. Foulds was re-elected Elizabeth Will 
Allen Fellow, evd Dr. R. J. Ludford Alice Memorial Fellow The 
Council received a letter from Mr. J. W. Johnson, of Stockport, 
accepting the office of Life Governor of the Fund. 


The annual general meeting of the British Association of Physical 
Medicine will be held at 11, Chandos Street, W., on Tuesday 
June 26, at 4.30 p.m. 


The annual meeting of the Faculty of Radiologists will be held 
at the General Infirmary at Leeds on Friday and Saturday, June 
29 and 30. The business meeting on Friday morning will be 
followed by a discussion on “ The Treatment of Melanoma.” Jp 
the afternoon papers will be read on “ Advances in Radiological 
Technique.” The annual dinner will be held at the Great Northem 
Hotel on Friday evening. Saturday morning will be devoted to 4 
discussion on “ Primary Malignant Tumours of Bone.” 


An cxhibition of the care of the wounded entitled “ Out from 
the Battle!*’ arranged by the Red Cross and St. John War Organiza- 
tion, with the co-operation of the War Office, is being held in the 
grounds of Clarence House, The Mall, London, $.W., from 11 am 
to 7 p.m. on week-days and from 2 p.m. to 7 p.m. on Sundays 
until July 31. It was opened on June 12 by Lieut.-Gen. Sir Alexander 


Hood, D.G.A.M.S. The exhibition illustrates the work done for | 


the British wounded by the Army Medical Services and the Red 
Cross and St. John War Organization. 


The Royal Society for the Prevention of Accidents has issued 
from Terminal House, 52, Grosvenor Gardens, $.W.1, a provisional 
programme for the National Safety Congress which will take place 
in London on June 18-24. The main sessions will be held at the 
Institution of Civil Engineers, for discussions on post-war trends 
in industrial accident prevention, on group activities, and on the 
influence of training on accident prevention. The technical sessions 
will be held at the Industrial Museum, Horseferry Road. 


The Queen has signed a message, as president of St. Mary's 
Hospital, warmly commending the scheme for the post-war’ recon- 
struction and extension of the hospital, which was founded 100 
years ago. 

A deputation from the National Association for the Preventior 
of Tuberculosis met the Secretary of State for the Colonies (Col. 
Olive: Stanley) on May 31 to discuss various matters connected 
with the prevention of tuberculosis in the British Colonies. the 
meuvers of the deputation were the Duchess of Portland, chair 
man of council, N.A.P.T., Dr. R. A. Young, vice-chairman. CL 
Walter Elliot, M.P., Prof. Lyle Cummins, Mr. H. A. Baker, treasurer, 
the Earl of Morton, and Dr. J. H. Harley Williams, secretary- 
general. Sir Austin Hudson, M.P., was unable to attend owing t 


Parliamentary duties. The suggestions discussed included th 
possibility of further surveys similar to a recent survey on tuber 
culosis in the West Indies promoted by the N.A.P.T., the offer of 
scholarships to colonial health officials for the study of tuberculosis 
work in this country, and the development of antitubercuioss 
propaganda in the Colonies. 


Twenty-five blind ex-prisoners of war were among the guests d 
Sir Ian Fraser, M.P., chairman of St. Dunstan’s, at a luncheon it 
L« ndon on June 5, to welcome home from Germany Major Dad 
L. Charters, the Birkenhead ophthalmic surgeon, who had twe 
declined repatriation in order to continue his treatment of the me 
while in camp, and to thank Lord Normanby, who helped # 
organize the camp braille and the vocational instruction school whid 
developed with the use of materials sent by the British Red Cros 


_Alderman W. E. Jameson, M.B., C.M., Mayor of Hastings from 
1940 to 1944, was presented on June 6 with the honorary freedoma 
the borough in recognition of his courage and devotion to day 
dvring the war. 


Dr. Edward Irving Pownoll Pellew succeeds his cousin, who die 
on June 7, as eighth Viscount Exmouth. The new peer, a great 
grandson of the first viscount, was born on May 3, 1868, son d 
the late Capt. P. W. Pellew, R.N., and was educated at Ciifton, 
Trinity College, Cambridge, and St. Bartholomew’s Hospital, qual 
fying M.R.C.S., L.R.C.P. in 1901. During the last war he served 
with a commission in the R.A.M.C. as officer in command of 
37 M.A.C. at Péronne on the Somme, and was awarded the OBE 
and the French Ordre de Mérite Agricole. In recent years he hi 
lived at Chateau de Bellevue, Larion, near Pau, in the Bas® 
Pyrénées. 
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EPIDEMIOLOGY SECTION 


The Lord Mayor of London and the Lady Mayoress visited the 
Treloar Hospital at Alton on June 4, when a special ward block 
gas named in memory of the late Sir Henry Gauvain, M.D., 
FRCS. The Lord Mayor was received by the trustees of the 
hospital—Lord Burnham (chairman), Miss Florence Treloar, Sir 
‘exander Maclean, and Mr. William Baker—an¢ members of the 
The Bishop of Winchester offered a dedicatory prayer, after 
which the party went through the wards and sp” ! departments. 


Mr. L. Graham Brown, F.R.C.S., has been adu _uf as the Liberal 
onal candidate for Luton at the General Election; and Dr. H. B. 


— is seeking re-election as Labour candidaj, for Rochdale. 
Dr. Guy Chandley Milner is standing as an Independent candidate 


for Orpington (Kent). 

A luncheon was held in Nottingham on June 6 for the purpose 
of announcing the scheme to establish an East Midland Vocational 
Training College for the disabled. The initiating committee, formed 
from the Regional Orthopaedic Hospital at Harlow Wood, Notting- 
hamshire, has in mind to add to its work by establishing a voca- 
tional training college which shall cater for the ex-Service, ex-mine, 
and ex-industry cisabled. Dame Georgina Buller described the 
work which on similar lines is being carried out at Exeter and at 
Leatherhead, where two colleges of this nature are under her founda- 
tion. A film depicting the training of the disabled was shown. The 
luncheon was attended by representatives of the British Legion, the 
Red Cross Society, and interested associations of the four counties, 
Derbyshire, Leicestershire, Lincolnshire, and Nottinghamshire, to 
whom an appeal is being made for the capital sum of £70,000. The 
building of this college will form the final stage in the plan for 
which Her Grace, Winifred, Duchess of Portland, was originally 
responsible in the area, and to which she has devoted a great part 
of her life. 


EPIDEMIOLOGICAL NOTES 
Discussion of Table 


In Engiand and Wales notifications were fewer in the following 
infections: measles by 2,718, whooping-cough 213, diphtheria 
102, dysentery 60, and scarlet fever by 45. 

Whooping-cough was less prevalent throughout the country, 
and most areas also showed a small fall in diphtheria, the 396 
notifications being the lowest ever recorded ; a fall of 21 cases 
in Yorks West Riding was the largest local decline. The fall in 
the incidence of measles was greatest in London and the sur- 
rounding counties, where the epidemic has persisted for some 
weeks longer than in the north ; decreases on last week's totals 
were as follows: Surrey 286, Essex 216, Derbyshire 207, 
London 205, Southampton 183. > 
. A large outbreak of dysentery occurred in Shropshire, where 
the cases rose from 0 to 57. The largest of the other returns 
were Lancashire 36, London 34, Staffordshire 31, Middlesex 
27; Essex 23, Surrey 18, Warwickshire 18, Northumberland 16. 
Hertfordshire 15. Gloucestershire 14, Kent 10, Leicestershire-10, 
vorks West Riding 10. 

In Scotland measles notifications fell by 66 and those of 
whooping-cough by 55, while a small rise of 9 was recorded 


for scarlet fever, and for diphtheria 5. The total for dysentery 
remained almost unchanged: the largest returns were Glasgow 
35, Edinburgh 23. Aberdeen 13. f 

In Eire whooping-cough notifications fell from 77 to 18. 
Twenty-three new cases of diarrhoea and enteritis were reported 
from Dublin C.B. ' 


Quarierly Returns for Scotland 


During the first quarter of 1945 there was a birth rate of 
16.9, this being 0.9 below the average of the five preceding 
first quarters. Infant mortality was 68 per 1,000 registered live 
births, being 24 below the five-years average, and the lowest 
rate for any March quarter. Maternal mortality was 2.9 per 
1,090 live births, and 0.1 above the rate for the first quarter of 
1944, but 1.5 below the five-years average. The general death 
Tale was 14.6 per 1,000, an increase of 0.7 over the first quarter 
of 1944, but 1.9 below the five-years average. Deaths fiom 
the principal epidemic diseases numbered 258, as compared 
with 390 in the March quarter of 1944. The chief causes of 
death under this heading were influenza 107, measles ‘44, 
whooping-cough 42, diphtheria 29, cerebrospinal fever 28. The 
death rate from all forms of tuberculosis was 81 per 100,000 
and that from respiratory tuberculosis was 63, these rates bein 
6 and 4 respectively below the five-years ‘average. : 


Week Ending June 2 , 
The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,233, whooping-cough 
-, diphtheria 436, measles 10,455, acute pneumonia 486, 
cerebrospinal fever 44, dysentery 458, paratyphoid 8, typhoid 8. 
ree cases of typhus fever were imported. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended May 26. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for; (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (ec) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 


| 1945 1944 (Corresponding Week) 
Disease | 


| @ ©] @ ©) 


Cerebrospinal fever .. | 
Deaths 


396 $07 21 126 58 25 


Diphtheria bs 


Dysentery «| 374 5407, 3|—| 274 27 esi —| 
Deaths ve | 


Encephalitis lethargica, 
acute os 
Deaths 


Erysipelas 
Deaths 


Infective enteritis or 
diarrhoea under 2 
years 13 

Deaths 47, 12) 3 
Measles * | 91,408) 614! 385) 15] 2,662' 217 429| 260, 25 


«(2 
| 


Ophthalmia neonatorum 
Deaths 


— 


Paratyphoid fever 
Deaths 


— 


Pneumonia, influenzalt 774 33 3.6 6 
Deaths (from _influ- | | 
enza) 


Pneumonia, primary 
Deaths 


Polio-encephalitis, acute 3 —| — 
Deaths aS 


aths | 


Puerperal fever . . 
Deaths 


Puerperal pyrexiat 
Deaths 


Relapsing fever 
Deaths 


Scarlet fever .. 1,295 65 "239 «16 2s) 1,853, 117 217) 32 
Deaths <a el 1 2 


Deaths 


Typhoid fever .. 8) - 
Deaths 


Typhus fever .. 
Deaths 


Whooping-cough * 855 44 76 
Deaths 7— 3—i— 23 6 2 
Deaths (0-1 year) 301, 28 $4, 43 24 3S ae 


Infant mortality rate | | | 
(per 1,000 live births) 


Deaths (excluding still- | 


births) 


.. | 3,937) 475 586 223) 124] 4,361 630 606 226 115 
Annual death rate (per | | 


1,000 persons living) 144 § 13-9, 147) § 
Live births .. .. | 6,775 736 897 374 286] 7,96S 933) 988) S63) 303 
Annual rate per 1,000 | 
persons living 117-9 241 § 
Stillbirths | 23) 30 23) 44 
Rate per 1,000 total 
births (including 
stillborn) .. | 32 43 


* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

t Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 

t Includes puerperal fever for England and Wales and Eire. 

§ Owing to evacuation schemes and other movements of population, birth 
and death rates for Northern Ireland are no longer available. 
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Letters, Notes, and Answers 
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unless the contrary be stated. 

Authors desiring REPRINTS should communicate with the Publishing 
Manager, B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. 
Authors over-seas should indicate on MSS. if reprints are required, as proofs 
are not sent abroad. 
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TeL_eruone: EUSTON 2111. Teteorams: Articulate Westcent, London. 

MEMBERS’ SUBSCRIPTIONS should be sent to the SECRETARY of the 
Association. TeLteruone; EUSTON 2111. TeLecrams: Medisecra Wesicent, 
London. 

B.M.A. Scortisn Orrice: 7, Drumsheugh Gardens, Edinburgh. 


ANY QUESTIONS ? 
Safe Dosage of Vitamin B 


Q.—A case has come to my notice in which the patient has been 
taking daily 200 mg. nicotinic acid and 3 pulvules of a compound 
containing 1 mg. of vitamin B, and 0.1 mg. of riboflavin per pulvule. 
This has been the daily dose for four months. Are there any dangers 
in large doses of vitamin B? 


A.—It is quite harmless. The total daily intake of B vitamins 
with these preparations would be 3 mg. of vitamin B,, 0.3 mg. of 
riboflavin, and 200 mg. of nicotinic acid. The doses of the first 
two vitamins are within physiological limits, and although 200 mg. 
ot nicounic acid represents about ten times the daily physiological 
requirement, no harm is likely to come from the consumption of 
this quantity. If taken in one dose it may cause flushing of the 
face and pounding in the head, but these effects are quite transitory. 


Adrenaline and the Heart 


Q.—What is the treatment of an overdose of adrenaline in a non- 
asthmatic subject ? As some persons are very sensitive to adrenaline, 
what precautions should one take to minimize the risk, especially 
when using adrenaline in a local analgesic? As an overdose gives 
rise to all the symptoms of auricular fibrillation with acute or sudden 
onset, can this latter condition be caused in individual sufferers not 
receiving injections of adrenaline by an overaction of the supra- 
renals or by some alteration in their secretion? Has the quantity 
of adrenaline circulating in the blood of patients suffering from 
auricular fibrillation been tested? 


A.—The question appears to be based on a misunderstanding of 
some of the facts. The statement that an overdose of adrenaline 
gives rise to all the symptoms of auricular fibrillation is incorrect. 
It gives rise to violent palpitations a very greatly increased force 
of heart beat, and an intense rise of blood pressure, but not to 
fibrillation. Only in combination with chloroform does adrenaline 
cause fibrillation, and then the ventricles are involved. It is the 
chloroform rather than the adrenaline which is to be blamed for 
this occurrence, and likewise, when cardiac irregularities follow the 
use of adrenaline together with a local analgesic, it is the local 
analgesic and not the adrenaline which is to blame. Adrenaline 
as a normal secretion of the suprarenal glands is a substance against 
which the body has its own method of protecting itself; this method 
is by rapid destruction. No steps more efficient than those which 
are taken by the body itself can be devised to deal with a sudden 
excess of adrenaline in the blood stream. Very large amounts of 
adrenaline (e.g., 15 minims of 1 in 1,000) can be injected intra- 
venously into a cat without other effect than temporary collapse due 
to cerebral_anaemia. There is no reason to suppose that an over- 
action of the suprarenals can lead to auricular fibrillation in a human 
subject. In tumours of the suprarenal medulla there occurs sudden 
liberation of adrenaline into the blood stream. The crisis is un- 
pleasant, but is attended by nothing worse than palpitations and a 
temporary rise of blood pressure. 


Staphylocoagulase 
Q.—Are all pathogenic staphylococci coagulase-positive? Would 
you give, for the benefit of the non-bacteriological reader, a brief 
description of the test and discuss its significance. Is there, for 
example, any connexion between the coagulase activity of staphylo- 
cocci and the thick pus of staphylococcal infections ? 


A.—The production of staphylocoagulase is by far the most con- 
stant character of Staphylococcus pyogenes, as well as being much 
more easily and rapidly demonstrable than any of the cultural 
characters on which reliance was placed in the past. To perform 
the test for it a tube containing a small quantity of sterile citrated 
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plasma, which may be diluted if economy is desired, js j 
heavily with the staphylococcus and incubated for up to four hours 
a solid clot is formed, usually in less time than this, by a 
strains. POSitive 
Correlation between coagulase production and thogenicity ; 
almost perfect. When coagulase-negative strains found 
presence of definite infection, some other cause for this hoate 
sought, either in the shape of another bacterium or in some — 
of lowered resistance to bacterial attack. The fibrinous mabineced 
the exudate in staphylococcal infections is attributable to the poe: | 
of staphylocoagulase in the body. 


Haemorrhagic Tendency in the Newborn 


Q.—A newborn child developed the first day of his birth sym 
toms of cerebral haemorrhage, the diagnosis being confirmed b ra 
lumbar puncture; the child died the third day after birth. Deliver, 
was normal, easy, and no instruments were used. The father “a 
mother are young and healthy and have no syphilitic antecedent or 
symptoms. This was their first child, and they are anxious in case 
the tragedy should occur again. What might have been the cause 
of the cerebral haemorrhage, and what prophylactic treatment might 
be used? 


A.—With the early development of bleeding, such as is described 
in this case, the cause must be regarded as trauma in the widest 
sense rather than any haemorrhagic tendency, which tends to de- 
velop afier the first day. It should be remembered that some 
degree of moulding of the foetal head occurs even in the mos 
normal of labours, and hence a tentorial tear may be found despite 
the essentially non-traumatic nature of the delivery described for 
this case. The chances of this recurring are very small, whereas 
the haemorrhagic tendency is liable to be a familial complaint. By 
it would be wise, in view of this history, to-use in any subsequent 
labour a prophylactic dose of vitamin K. This should be given 
to the mother as 20 mg. of a synthetic analogue not less than 2 and 
not more than 12 hours before delivery, and the baby should also 
be given a dose of 0.5 to 1 mg. after birth. It may be fair to 
comment on this case that the mere finding of blood in the cerebro- 
spinal fluid does not necessarily establish a diagnosis of intracranial 
haemorrhage, and in any ‘case it is a procedure fraught with a 
ceriain amount of danger for an already ill baby. 


Gargling as Prophylaxis 
Q.—Is there any medical reason for gargling as a prophylactic 
measure (i.e., any evidence that it is of any benefit at all)? 


A.—We know of no evidence that gargling with anything wil 
protect against a prevalent air-borne infection. Its effect must 
obviously be so transitory that very frequent repetition would be 
the only logical way of employing it for this purpose. 


Treatment of Smallpox 


Q.—Does the injection of soluble liver extract hold any place in 
the treatment of smallpox? Some months ago an Indian colleague 
informed me that a single injection of 1 to 2 c.cm. of a liver extract, 
administered early in the disease, prevented pustulation, thereby 
shortening the duration of the illness, preventing scarring, and 
diminishing the severity of general manifestations. 


A.—The validity of this claim could be tested only over a large 
series of cases of variola major with suitable controls. Minimal 
pustulation and subsequent ‘scarring in smallpox is a_ natural 
phenomenon in partial immunes—hence the value of any remedy 
is very difficult to assess over a small number of cases. Sulphon- 
amides might be expected to limit the amount of secondary infection 
of skin lesions, but the answer to this, too, requires considerably 
more experience than has been available in this country. 


Treatment of Dental Abscess 


Q.—Why do so many dentists refuse to extract a carious tooth 
with abscess until the swelling has subsided? Is such delay ee 
justifiable ? 


A.—Adequate drainage of an alveolar abscess must be obtained, 
and if this can be done only by the extraction of the tooth com 
cerned then the tooth must be sacrificed without delay. It is quit 
justifiable at times to attempt to save a front tooth if the absos 
can be drained through the root canal. Many dental abscesses, Oy 
the time they are seen by the dental surgeon, have already 
through the alveolus and are discharging or are about to discharg 


into the mouth, and it may be wise in these cases to wait 
the swelling has subsided and the patient’s general condition ba 
improved before removing the tooth. 

Local analgesics are contraindicated in these cases, and whet 
the dentist has not the advantages and facilities of immediate ‘ 
anaesthesia he may well be tempted to wait a few hours if he B® 
reason to think that drainage will occur spontaneously. 
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Non-specific Asthma 


Q—A man of 50, employed before the war as gardener-handyman, 
suffered from asthma apparently due to fumes in coke-boiler-house. 
During the war he has been in the N.F.S. and was free from asthma. 

“ resuming his old employment the asthma has returned. It is 
- a garden reaction, for he continued gardening while in the 
VF 'S. He is anxious not to lose his present job. Can anything 


be done to help ? Would a gas-mask be of use? 

A.—Some sufferers from hay-fever are relieved by breathing 
through a gas-mask and the same might well be true of the present 
patient. The fumes of the coke-boiler-house are presumably non- 
allergic and release a latent. asthma in a non-specific way, as exer- 
ion or emotion might. It is therefore unwise to conclude that the 
patient is not sensitive to something in his work or place of employ- 
ment, and it would be better to consider all possible causes for his 
asthma quite dispassionately, as asthma is so often multi-determined. 


Function of Alkaloids in Plants 


Q.—Is anything known of the natural part played by the various 
alkaloids isolated from plants? What, for example, is the physio- 
logical action of the opium alkaloids in the poppy? 


A.—The significance of alkaloids for the plants that form them 
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been shown to have any direct, effect in the plants’ economy, their 
alkaloids are usually regarded either as waste products of protein 
degradation (analogous to urea in animals) or as nitrogenous reserves. 
Alkaloids of complex constitution, such as the morphine group, 
which remain undecomposed at the death of the plant, or which are 
“excreted ” by abscission of parts such as leaves, can only be con- 
sidered as waste products. Alkaloids, usually of less complex con- 
stitution whose formation is reversible like hyoscyamine and nico- 
tine, are spoken of as “ reserves.’’ The very low concentrations in 
which they occur must prevent them from being of much significance. 
The “ survival value ” attaching to their toxicity to grazing animals 
also appears to be of little practical importance. The presence of 
alkaloids in certain plants is due to their possession of unusual 
enzymes. Any results of this metabolic kink are secondary, and 
so far as can be said at present none of them is important. 


Habitual Abortion | 


Q.—A woman aged 31, with a child 24 years who was six weeks 
premature, has in the last six months had two miscarriages at three 
months, both of- which were thought to be due to a retroverted 
uterus. The first occurred a few days aftér the retroverted gravid 
uterus had been replaced. Two weeks after the miscarriage the 
uterus was found to be in a normal, position. During the last 
pregnancy, examination .was carried out two weeks after the first 
menstruation was missed ; the uterus was found to be retroverted 
and was replaced. Miscarriage occurred 10 days after the third 
menstruation was missed. The uterus was palpable per abdomen 
just before abortion began. On both occasions there had been 
slight haemorrhage at the second month. The first child was born 
in the Tropics; the first miscarriage was in South Africa, and the 
last in the Tropics. What advice would you give about future 
pregnancies? Even if a Gilliam was thought advisable, it could not 
easily be done in the Tropics. Should a Hodge pessary be used when 
pregnancy starts, or even before ? Would hormone therapy help, and 
how should it be carried out ? Or would the miscarriages more likely 
be due to the abnormal position of the uterus? The patient is 
healthy and anxious to start another pregnancy soon. 


A.—Retroversion, dating from the first puerperium, is a possible 
factor in the causation of the abortions, but it can hardly be the 
only one, because the position of the uterus was corrected in the 
third pregnancy and yet abortion occurred several weeks later. 
Moreover, it is difficult not to associate the premature labour with 
the two abortions and to regard it as additional evidence of an 
“abortion habit.” If no general disease or other local abnormality 
can be found then treatment must be largely empirical. Another 
Pregnancy should be deferred until six months after the time of 
the last abortion. The retroversion should be corrected and a Hodge 
Pessary fitted just before conception is attempted. If all goes accord- 
ing to plan the pessary should not be disturbed until at least the 
sixteenth week of pregnancy, when it should be gently removed with 
@ minimum of interference to the uterus. Apart from this, vaginal 
manipulations or examination should be avoided once pregnancy 
has occurred. Twice-weekly intramuscular injections of progesterone 
should be begun as soon as the first period is overdue and continued 
until the thirty-second week of pregnancy. Thyroid gr. 1 nocte, 
and vilamin E 3 mg. b.i.d., might also be given throughout preg- 
nancy, and an adequate intake of iron, calcium, and the other 
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viamins assured. The patient should be instructed to live as quiet 
a life as possible, avoiding, in particular, coitus, riding in mechanic- 
ally propelled vehicles, horse-riding, and heavy work. 

Although quinine does not ordinarily cause abortion, it might in 
@ Susceptible individual; so if the patient lives in a malaria district 
and takes this as a routine, the possibility should be kept in mind. 


“The nerves appeared normal. 


has been the subject of much discussion. Since they have never’ 


Spina Bifida Occulta 


Q.—A female child now aged 24 years was operated on one year 
ago for spina bifida occulta. No attempt to crawl or walk had been 
made; there had been attacks of diarrhoea and pyelitis. The bladder 
was distended and dribbled every few minutes. The child had 
appeared normal in every respect up to the age of 9-10 months. 
At operation a mass was found in the lower end of the spinal canal 
attached to the conus, which extended to the bottom of the theca. 
The posterior portion of the mass 
was removed and microscopically was found to consist of normal 
nerve tissue and distorted nerve tissue plus an area suggesting central 
canal tissue. Shortly after operation the child began to put on 
weight and to crawl. She is now able to walk about 100 yards with 
assistance. Dribbling of urine continues as before. In addition 
there is no control over the anal sphincter now. The anus is often 
half open and small pieces of faeces are passed 7 or 8 times daily. 
For the past six months electrical treatment in the form of a direct 
galvanic current has been carried out to legs and anus. The urine 
is kept acid and a strict watch is kept on the child's general health, 
which is excellent. Can any further curative or prophylattic treat- 
ment be carried out? What has been the history of similar cases ? 
Is there a possibility that sphincter control may develop? What 
references are there in the literature to such cases? 


A.—Spina bifida occulta does not as a rule cause symptoms so 
early in life as in this case. The early symptoms may have been 
due to the extended growth or adhesion of the conus. Inasmuch 
as walking has itnproved since the operation it is possible that 
further improvement may occur in the matter of sphincteric control, 
though Elsberg states that in his experience “ long-existing bladder 
disturbances due to spina bifida occulta have been little benefited 
by surgery.”” On the other hand Stockmeyer mentions the cast of 
a girl aged 6 suffering from spina bifida occulta accompanied by 
incontinence of urine and faeces and weakness of the legs in whom 
control over the urine and faeces was regained merely by rest in 
bed. I have been unable to find any exactly similar case to that 
narrated in the question, but clearly no further operative treatmen: 
is indicated, and the best procedure would seem to be to continue 
the excellent measures at present being carried out. Reference may 
be made to Elsberg, C. A., Surgical Diseases of the Spinal Cord. 
1941, p. 184, New York; Stockmeyer, Karl M., The Value of the 
Surgical Treatment of Spina Bifida, 1925, Berlin; Ingraham, F. D., 
and Swan, H., New Engl. J. Med., 1943, 228, 559. 


Certifying Sanity 

Q.—How can a person who was certified some years ago, and who 
was “ relieved” after thtee weeks in a mental hospital, be certified 
as sane? 


A.—There is no statutory certificate of sanity in England or 
Scotland. A certificate signed by one or more registered medical 
practitioners stating that in their opinion a named person was sane 
at the date of the certificate has no more and no less value than 
any other medical certificate. It is admissible as evidence in a court 
of law without the appearance of the signatory only if he is dead, 
or unable to attend, or out of the country, or untraceable, or if to 
calf him would cause undue trouble or expense. 


Antispasmodics for Whooping-cough 
Q.—In view of the laryngeal spasm so important in pertussis, has 
adrenaline ever been used in treatment, and, if so, with what results? 


A.—Antispasmodics have been extensively used in whooping-. 
cough. Ephedrine is normally preferred to adrenaline for its more 
prolonged effect and the fact that it can be given by mouth. A 
suitable preparation is the elixir ephedrin. hydrochlor. with the 
dose adjusted to allow ephedrine gr. 1/4 twice a day for a child of 
1 year and a corresponding reduction for younger children. Generally 
speaking, antispasmodics are disappointing in whooping-cough. 
Further, children do not tolerate ephedrine particularly well; and 
it should be used with caution. 


Idiopathic Pigmentation 

Q.—A male patient has a patch of light brown discoloration on 
his forehead, extending the whole length of the forehead and about 
1 in. in breadth. It appeared after wearing a metal eyeshade to 
protect his eyes from the glare of the electric light in his office. 
The metal of the shade was in direct contact with the skin of his 
forehead. There is no erythema and no scaling ; no pain or itching; 
no evidence of pityriasis capitis or seborrhoea. Scraping shows no 
fungus present. Soothing lotions—e.g., lot. calaminae oleos. cum 
ichthyol—have been applied with no success. 


A.—As the duration of the condition is not mentioned nor when 
the eyeshade was discontinued, idiopathic pigmentation cannot be 
excluded. Various metals, especially nickel, are potential skin 
irritants and may cause both irritation and pigmentation. It is 
assumed that the patient has not lived in the East. Bathing with 
peroxide of hydrogen 10 vols. may succeed, or application of 1 in 
1,000 perchloride of mercury lotion. 
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INCOME TAX 
Recommencement of Work 
P. H. was away from work through illness for one and a half 
years, restarting in October, 1942. He has been assessed as follows: 
Year to April, 1943: oo y of the profits for the six months to April, 
Je x 


1944: On the amount of the profits for the year to October, 
1943, £x + £y . 
” o S63; “age py: of the profits for the year to October, 


y+ > 


” ” 


< 


He points out that this means that £x and £y have entered twice 
into the calculations and asks if this is correct. 


*,* The basis above is legally correct—assuming that P. H. re- 
started work as a practitioner on his own account. It has to be 
remembered that the previous year’s profits are adopted only as a 
basis of assessment. In fact when P. H. has paid the tax assessed 
for 1944-5 he will have paid tax for the 24 years to April 5, 1945, 
and have paid on 24 years’ profits only. If he should find that his 
profits for 1944-5 were smaller than the amount of the assessment, 
he should consult the inspector of taxes as to an adjustment to the 
“actual” amount. There is no provision in the Income Tax Acts 
for any relief in respect of the period when P. H. was. unable to 
carry on his professional work. 


Earnings of Married Woman 


W. M. has about £20 a month deducted from her salary of £600 
a year. Is this correct? 


*.* Yes, if her husband’s income is sufficient to cover the whole 
of the allowances to which he is entitled—i.e., £140 as a married 
man, £100 in respect of two children, and the earned income relief, 
and the £165 chargeable at the lower rate. If his income, as correctly 
assessable, is below, say, £450, the matter should be raised with the 
inspector of taxes on the ground that the husband’s income has 
apparently been over-assessed. 


LETTERS, NOTES, ETC. 


A New Covering for Skin Dressings 


Dr. J. E. M. WicLey writes: In answer to Dr. R. Stopford- 
Taylor’s comment (June 2, p. 794), I think he has missed the point 
of my note. Stannard silk is a different product from the old 
“green protective” oiled silk in that it is impregnated with a 
special .synthetic resin. This renders it incapable of sticking to 
moist and other surfaces, as I pointed out in my note—a property 
which I have not found possessed by ordinary oiled silk. Still, I 
agree with Dr. Stopford-Taylor’s implied quotation, “* There is 
nothing new under the sun.” 


Radium for Mooren’s Ulcer 


Dr. A. J. DurpeN SmitH (Northwood, Middlesex) writes: In your 
issue of May 5, under “* Any Questions? ” there is a question asked 
about the treatment of Mooren’s ulcer. I find myself entirely in 
agreement with the answer except with the statement that the applica- 
tion of radium “has been suggested.” This is surely rather an 
understatement of the case. I have myself treated many cases of 
this condition by radium with varying results, but with some un- 
doubtedly good ones. The damage of the ocular apparatus from 
the beta rays of radium is, I think, negligible. I only write because 
this is a condition which, as the answer suggests, is hardly amenable 
to any form of treatment, and this form of radiation does offer a 
chance of cure in a certain number of cases. 


Perionychia 


Dr. H. G. Lanopate-SmitH (Hereford) writes: In “ Any Ques- 
tions? ” (B.M.J., May 19) the question of treatment of perionychia 
is raised. For some time I have treated this condition by a com- 
bination of Bier’s induced hyperaemia and sulphonamide therapy, 
and this has superseded all other troublesome procedures. One 
gramme or more of a suitable sulphonamide is given at 10 a.m., 
2 p.m., and 6 p.m. At midday, 4 p.m., and 8 p.m. a constricting 
band is applied to the arm of the affected hand, which is immersed 
in warm Dakin’s solution for 10 to 15 minutes. This is repeated 
in a week’s time. Whether the concentration of sulphonamide in 
the blood of the fingers is increased by this method I do not know, 
but the effect is generally very satisfactory. 


Treatment of Inevitable Abortion 


Dr. JosepHtne Barnes (London, W.C.1) writes: May I join issue 
with you on the question on “ inevitable abortion ” (May 26, p. 757). 
I agree in principle, but I cannot help taking exception to the remark 
in the first paragraph: “* Oxytocin (5 units intramuscularly) is perhaps 
preferable to pituitrin.” Prof. Chassar Moir, acknowledged as the 
greatest living authority on this subject, I think, states in his critical 
review on oxytocic drugs and their use (J. Obstet. Gynaec. Brit. 


-all”’ rather than on rational grounds. 
x-ray treatment are widespread, but I have always grouped suche 


Emp., 1944, 51, 247) that for, ihe aborting uterus “a ter eff 
can be obtained -from the use of ‘normal’ extract than from a 
purified oxytocic fraction.” He elaborated this point 
the article. I think it is not generally realized that oxyt a 
(pitocin) is relatively inactive in early pregnancy in the intact h 
uterus. 
Dec. 16, 1944, p. 796). I also disapprove strongly of active inter 
vention in infected cases. I always leave them alone unless there 


is dangerous haemorrhage, because of the risk that interference may | 


spread the infection. 


X-ray Treatment of Dupuytren’s Contracture 


Dr. BerNarp LeGGetr (Forest Gate, E.7) writes: On Page 793 of 
your issue of June 2 I note x-ray therapy is advocated for the 
above condition. In the boom of ultra-violet-light treatment jn the 
nineteen-twenties ultra-violet light was advocated for x-ray burns, 
in spite of the strong probability that the effects of electromagnetic 
waves with varying time for erythema production would be cumula. 
tive. Even after Phaler in the U.S.A. by animal experiments showeg 


that ultra-violet light accelerated x-ray burn changes, ulira-violg 
I suggest that whoeve 


light was still advocated for x-ray burns. 
is responsible for your journal publicly advocating x-ray treatmen 
for Dupuytren’s contracture carries out x-ray treatment as a “ cure. 
Conditions amenable to 


conditions as (1) those where x-ray treatment is the method of ele. 
tion—i.e., acne, (non-cystic) thyroid hyperplasia, warts, etc. ; (2) those 
conditions of varying causation, such as pruritus, where there js 
reasonable chance of success and the attempt is warranted ; (3) those 
conditions where there is no histological reason to expect g00d 
results ; and (4) conditions where x-ray treatment is definitely contr. 
indicated. I would place Dupuytren’s contracture in the last 
category, and some months ago, when a professional patron rang 
me to inquire respecting my treating a Dupuytren’s contracture, | 
declined the case. It has been advocated by many that the real 
effect cf x-ray treatment is very simple—i.e., that in most cases the 
effect is to cause irritation and induce fibroblastic reaction, so that 
with acne the skin is “‘ hardened” by the formation of connective 
tissue and, in the thyroid, the adenomatous tissue is restricted by 
the formation of connective tissue. Since Dupuytren’s contracture 
is due to the excessive growth of connective tissue, there would 
appear to be no more adverse treatment possible than to give x-ray 
treatment. 


Head Rupturing through the Perineum 


Dr. Marcaret B. Fox writes from the Duchess of Teck Hospital, 
Patna, Bihar: An Indian girl of 19 years, a primipara, was admitted 
to hospital on February 25, 1945. She was in labour, and te 
minutes after admission the membranes ruptured and the head 
appeared at the vulva. The vulva did not dilate up normally, buta 
rupture appeared in the posterior part of the perineum, which rapidly 
increased in size with the bearing down of the head. ‘A median 
episiotomy was performed and the baby delivered. The rectum was 
intact and the levator muscles widely separated in the midline, leav- 
ing smooth edges. The mucous membrane was torn, up to th 
cervix. The tear was repaired in the usual way, and the’ patient 
went home on the 14th day. The measurements of the bony pelvis 
were quite normal. 

Penicillin and Other Drugs 


Major C. F. Garrir (Lahore) writes: I read the medical meme 
randum on penicillin in ophthalmic therapeutics by Major A. } 
Cameron (Feb. 17, p. 222) with interest, as this is the first time! 
have seen reference made to the effect of penicillin on the drug 
commonly used in ophthalmic practice. As regards Major Cameron's 
findings with adrenaline hydrochloride, it at once occurred to me 
that in making his experiments perhaps he used the liq. adrenalia. 
hydrochlor. B.P. or a similar preparation. This preparation co 
tains 0.5% chlorbutal and so possibly this substance might hat 
played its part in the result; 0.3% free dilute hydrochloric acid ® 
also, of course, present. While for practical clinical purposes BS 
result is the one that counts, since liq. adrenalin. hydrochlor. BP. 
the preparation normally used, nevertheless the point seems to be of 
some interest. Perhaps Major Cameron could kindly clear up ti 


point. 
Medical Golf 


The Stratford Division (B.M.A.) Golfing Society has arranged# 
competition for the Scottish Bowl to be held at Thorndon Park @ 
Thursday, Sept. 27. The competition is open to all golfers in ® 
Division who are members of the B.M.A. There is no anf 
subscription for 1945. The hon. sec. is Dr. A. J. Buchan, ® 
Belmont Road, Ilford. (Tel.: Ilford 0555.) 


Correction 


A mistake in .the review of Human Embryology (June 9, p. &® 
must be corrected. The opening words in the last sentence of 
second: paragraph should of course read “ The inclusion of secto® 
on foetal physiology .. .” 


See also your annotation on Prof. Moir’s paper Wourna § 
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